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During the past few years we have become more and more inter- 
ested in a group of cases of what we believe to be a distinctive type 
of dermatitis. These cases have arrested our attention primarily because 
certain typical findings and manifestations have occurred with a high 
degree of regularity and uniformity and because the repeated combina- 
tion of characteristics seemed significant enough to suggest the possi- 
bility of segregating this particular seemingly eczematiform dermatitis 
from other conditions belonging to the heterogeneous eczema group. 

It is by no means our intention to imply that this picture has never 
before been described or discussed. On the contrary, we believe that 
it has frequently been mentioned in textbooks, in case reports and in 


numerous other dermatologic publications.’ 
However, up to the present time this dermatosis has apparently never 
been considered sufficiently distinctive to warrant sharp delineation, and 
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the literature does not appear to contain reports on a group of cases 
which have been sufficiently studied to justify an attempt at a correlation 
of the various clinical phases, the course and the laboratory and other 
observations. Heretofore the dermatologic pictures have been classified 
and described under a variety of uncertain and ill defined diagnoses, 
or even listed as “cases for diagnosis.” ! In many cases the condition 
is diagnosed under the vague terms of chronic eczema, follicular eczema, 
parasitic eczema, nummular eczema, chronic lichenified dermatitis or 
toxic dermatitis. In other instances, certainly without adequate proof 
and probably merely on the basis of the clinical appearance at the 
moment of observation, the condition has been classed as dermatitis 
venenata, an eczematous id, the premycotic stage of mycosis fungoides, 
a forerunner of some other so-called leukotic dyscrasia (lymphoblas- 
toma), atypical lichen planus, dermatitis herpetiformis or even neuro- 
dermatitis disseminata or exudative neurodermatitis of Kreibich.? 

There seems, however, to have been one observer who definitely 
preceded us in the opinion that this group of cases may perhaps be 
segregated as exemplifying a peculiar and distinctive dermatosis. Credit 
for this concept is to be given to Dr. Isadore Rosen, of New York, 
who was, to our knowledge, the first publicly to express this opinion. 
His excellent delineation of many of the characteristics of this cuta- 
neous eruption appeared in the discussion of a case presented by Dr. 
Samuel M. Kaufman % before the Section of Dermatology and Syphilis 
of the New York Academy of Medicine in February 1935. 

At the time of this presentation S. M. Kaufman, Louis Chargin, 
G. C. Andrews, S. M. Peck, E. F. Traub and one of us (M. B. S.) 
also participated in the discussion. The remarks of the various speakers 
well illustrated the lack of unanimity as to the diagnosis and brought 
out the chameleon-like changes in the aspect of the condition. And, 
more important still, an analysis of the whole discussion brings out 
the fact that there were many valid reasons why in the case presented 
the condition could not have been an ordinary eczema, an ordi- 
nary sensitization dermatosis (Peck, Sulzberger), a leukemia, a der- 
matophytid (Traub) or a premycotic condition (Chargin). One of us 
(M. B. S.) implied at the time of Dr. Kaufman’s presentation that the 
diagnosis of the premycotic stage of mycosis fungoides merited weighty 
consideration in that particular case. However, our observations in 
cases of similar conditions of many years’ duration have now convinced 
us that this type of dermatosis is not, as a rule, a forerunner of mycosis 
fungoides, and we. are now inclined to agree with the original concept 
as first expressed by Rosen. 


2. Kreibich.1¢-4 Becker, S. W.: Dermatoses Associated with Neurocirculatory 
Instability, Arch. Dermat. & Syph. 25:655 (April) 1932. 
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It is further interesting to note that Peck in his discussion for the 
first time clearly outlined both the clinical characteristic of persistent 
urticarial showers and the histologic observation of cloudiness about the 
deeper blood vessels—two observations which will again be mentioned 
in the description of some of the cases forming the material of this 


paper. 

The outstanding distinctive and constant characteristics which impel 
us to attempt to delineate and segregate this form of dermatitis are 
perhaps best illustrated by the report of an actual and representative case. 


REPORT OF A CASE 


CasE 1.—J. R.,1f a Jew aged 42, born in Russia, executive of an insurance com- 
pany, was first seen in April 1933. There was no history of personal or familial 
hypersensitivity (no evidence of atopy). There was a history of a severe exudative 
eczematous eruption which had been of brief duration and confined to the hands. 
The generalized eruption appeared four years later, and when the patient was 
first seen by us he had received expert dermatologic treatment for about four 
months. 

We omit the exact description of the dermatosis as it appeared at the first 
visit, for the patient had been. employing various topical remedies which had 
obviously modified the appearance of the eruption. 

During our period of observation, which lasted three years and ten months, 
the course and appearance of the dermatosis may be described as follows: The 
principal complaint was severe and often maddening itching. This itching fre- 
quently occurred in veritable crises and was, in general, most marked at night. 
While the exceptional degree of pruritus was certainly the dominant symptom, 
the patient also complained of frequent sensations of chilliness. 

The patient was highly intelligent. He was small and thin and of a nervous 
and hyperkinetic type, and he evidenced stigmas of a neurotic and cyclothymic 
personality. When he was questioned he freely admitted that he often scratched 
without the stimulus of itching (compulsion neurosis?). When the itching was 
most severe, a crisis developed, taking the form of an evident orgiastic manifesta- 
tion, with a crescendo of wild scratching followed by rather sudden relief and 
exhaustion. (As is commonly observed in certain chronic highly pruritic condi- 
tions, the patient’s finger-nails were worn short and smooth and were highly 
polished. ) 

An impressive characteristic was the fact that the patient’s skin presented truly 
amazing, rapid and apparently spontaneous changes in appearance. But despite 
these not infrequent fluctuations in intensity and despite these rapid, almost daily 
variations in predominant structure, the dermatosis presented certain recognizable 
phases. And while several different types of lesions were as a rule present at one 
and the same time, we believe that certain efflorescences through their predominance 
at given periods distinguished the more or less distinct phases of the dermatosis, 
namely, an exudative and discoid phase, a lichenoid phase, a phase resembling the 
premycotic stage of mycosis fungoides and an urticarial phase. 

1. Exudative and Discoid Phase—During this phase the majority of lesions 
consisted of exudative discoid or oval plaques or patches of different sizes and 
shapes. These lesions varied from the size of a small pea to plaques the size of a 
palm and even larger, though such extensive lesions occurred only exceptionally. 
In shape the lesions varied from small roughly round disks to larger elliptical and 
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roughly oval forms; occasionally they presented more irregular and somewhat 
bizarre outlines. These discoid or oval lesions were in the main fairly sharply 
demarcated, and even the larger ones showed little, if any, tendency to central 
clearing. The evolution of these lesions was often that usually regarded as char- 
acteristic of true eczema; they passed through the consecutive stages of minute 
vesiculation, superficial oozing and crusting and later scaling and lichenification. 
However, probably because of their fragility and small size, the minute vesicles 
present in the first stage were never clearcut or easily discernible on clinical 
examination, and they were rapidly superseded by serous crusts. Erythema was 
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Fig. 1—Typical small persistent circumscribed crusting plaques on the glans penis. 


never marked except after external irritation. The consistency of both the oval 
and the roughly round lesions underwent rapid changes: At certain times the 
lesions were distinctly elevated, probably as a result of edema; at other times the 
disks were almost flat and flush with the level of the surrounding skin. The crusts 
covering these lesions were, as stated, of the thin, serous type, and frequently 
the surface presented the minute discrete crusts characterizing the status punetosus 
considered typical of eczema. 

The plaques were irregularly scattered over the entire cutaneous surface with 
the exception of the scalp, palms and soles. In some areas they were sparsely 
disseminated; in others they were closely grouped. The sites of predilection at 
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which these lesions were exceptionally persistent were in the order named: (1) 
[The glans penis, which presented singularly persistent discoid edematous and 
eczematoid plaques. Occasionally these showed crusting; at times they were 
moist and denuded (fig. 1). (2) The shaft of the penis and the scrotum, which 
presented either similar plaques or, occasionally, diffuse erythematous weeping 
and scaling areas (fig. 2). (3) The circumoral regions, which showed small 
discoid lesions and occasionally exhibited rhagades localized about the muco- 
cutaneous junction and on the skin and vermilion border of the upper and lower 
lips. (4) The area covering the bridge of the nose. (5) The breasts, particularly 














Fig. 2.—Typical persistent exudative and scaly lesions on the scrotum. 


the perimamillary region, and even the mamillae themselves. (6) The anterior 
and posterior aspects of the axillary folds, the hairy apex being spared (fig. 3). 

The eyelids and the external ears were somewhat less commonly involved. 
While these presented occasional ephemeral edema and erythema followed by 
scaling, the circumscribed discoid lesions were less in evidence. No area of skin 
could be said to be entirely immune, but there was certainly no sign of predilection 
for the flexor areas, these being on the whole less affected than the extensor sur 


faces. In contrast to ordinary atopic dermatitis (diffuse neurodermatitis), the 
cubital and popliteal spaces were practically unaffected. 
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On the trunk, the long axes of the oval plaques showed a distinct tendency to 
follow the lines of cleavage. This was particularly noticeable during the periods of 
involution and scaling, at which times the dermatosis on the trunk suggested the 
distribution and sometimes even the appearance of a retrogressing or treated 
pityriasis rosea (fig. 4). 

The discoid exudative lesions characterizing this stage either disappeared, or, 
more commonly, became lichenified and eventually somewhat infiltrated after going 
through several exacerbations, the changes leading to the appearance not infre- 
quently seen in certain cases of premycotic eczema or in certain forms of leukotic 








Fig. 3.—Typical discoid and lichenoid elevated plaques on the posterior aspect 
of the axillary fold and typical diffuse lichenification. 


dyscrasia (lymphoblastoma) (phase 3). It must be repeated here that the 
weeping and oozing of this eczematous phase, while occasionally persisting in a 
certain number of plaques, was often astonishingly ephemeral and often gave way 
within about a day to a dry or lichenoid phase. 

2. Lichenoid Phase.—In this phase the weeping was either absent or much less 
marked than in the preceding phase. The discoid lesions either had undergone 
complete involution or presented a dry and lichenified appearance. 

Scattered lichenoid papules appeared on many different areas, some being 
irregularly distributed and some appearing in larger and smaller groups. The 
majority of these papules were follicular (fig. 5). While their appearance 
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was suggestive of lichen planus, the papules were generally smaller and less 
violaceous and did not present the typical striae, umbilication or waxlike sheen. 
Nevertheless, some of these lesions so closely resembled papules of lichen planus 
that when they appeared in characteristic localizations (e. g., on the glans penis) 
the diagnosis of lichen planus was at times seriously considered. 








Fig. 4.—Middle portion of the chest, showing oval scaly lesions, with tendency 
to follow the lines of cleavage and with some resemblance to pityriasis rosea (see 
also illustrations in Kreibich,!¢ pp. 74 and 75). 


During this phase, as well as during other phases, it was particularly noticeable 
that an exaggerated cutis anserina developed whenever the patient was exposed 
to even slight changes of temperature, as when undressing in what was according 
to normal perception a comfortably heated room.'¢ In this connection it may not be 
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entirely irrelevant to mention that the mamillae showed a hyperexcitability, per- 
sistent and abnormally marked erection, and even swelling and “burning” sensation 


being present. These phenomena, however, were not necessarily coincidental with 


the cutis anserina. 
In addition to the isolated lichenoid papules, the entire integument occasionally 


presented varying degrees of diffuse lichenification; at times large areas of skin 











Fig. 5.—Typical widespread lichenification with discrete often follicular and 


lichenoid papules resembling a lichenoid id. 


were visually and palpably thickened and showed accentuation of the normal skin 
There seemed to be not only infiltration but also latent nonpitting 
This edema was particularly 
The wrists and 


markings. 
edema, as shown by the rapid changes in consistency. 
noticeable on the lower extremities, especially about the ankles. 


dorsa of the hands were frequently the seat of lichenification. 
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This dry and lichenoid phase was the one most often in evidence, as it was 
usually of much longer duration than any of the other phases. 

3. Phase Resembling the Premycotic Stage of Mycosis Fungotdes.—The patient 
was twice presented before dermatologic societies by Dr. Paul E. Bechet.t¢£ At 
the time of these presentations it was evident that the majority of the discoid and 
oval lesions showed various degrees of infiltration. The consensus was therefore 
that the case was one of an early stage of mycosis fungoides. 

We, too, subsequently observed the condition passing through similar phases 
of infiltration and considered the possibility of a premycotic eruption as well as 
that of some other leukotic dyscrasia (lymphoblastoma). 


























Fig. 6.—Infiltration and elevation of the discoid lesions and lichenoid papules. 
(This stage often resembles the premycotic stage of mycosis fungoides.) 


During these phases the infiltration of the discoid and oval lesions definitely 
dominated the picture (fig. 6), while the lichenoid papules and the exudative and 
crusting eczematoid elements were less prominent. These objective observations, 
combined with the refractoriness to ordinary antieczematous therapy and the 
persistence of severe itching, so strongly suggested mycosis fungoides or some 
other leukotic dyscrasia that it required the repeated reports that biopsy showed 
only chronic dermatitis to convince us that none of the histologic characteristics 
of any of the aforenamed dermatoses was then present. Furthermore, the subse- 
quent course, including the variability in the appearance of the dermatosis, the 
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resistance to roentgen and arsenic therapy and the lack of development of the 
clinical or histologic characteristics of true mycosis fungoides, of characteristic 
changes in the lymph nodes or in the blood or of other systemic manifestations— 
all these factors combined to lead us to the ultimate conclusion that neither the 
diagnosis of mycosis fungoides nor that of any other leukotic dyscrasia could be 
upheld. 

4. Urticarial Phase-—During the whole course of the dermatosis the patient 
complained of showers of pruritic urticarial lesions appearing suddenly and lasting 
from about thirty minutes to several hours. These would appear suddenly, without 
manifest cause, now on one area and again on another. While they sometimes 
resembled common hives, the lesions were often smaller and more spherical. They 
seemed to be more deep seated than the usual urtica and were of somewhat longer 
duration, thus bearing some slight resemblance to prurigo papules. As long as 
the other cutaneous manifestations were present in full force these urticarial papules 
were but an insignificant and easily overlooked part of the objective dermatologic 
picture. However, the urticarial manifestations assumed the significance of a 
distinct phase by reason of the persistence of their appearances in the last four 
months of our observation, during which time the patient was relatively free from 
the cutaneous manifestations of the other phases described.? 

Course and Treatment.—The course of this dermatosis was chronic and per- 
sistent, with rapid changes, including apparently spontaneous exacerbations and 
incomplete remissions of various degrees. There was, however, no period of 
complete freedom at any time during the entire period of almost four years of 
observation. 

The aforementioned phases and the described lesions often occurred concomit- 
antly, presenting a polymorphous appearance. At other times one or another of 
the phases was so distinctly predominant that the dermatosis seemed to be a 
condition entirely different from the one exhibited only a few days previously. It 
thus becomes comprehensible that the presumptive diagnosis was frequently altered. 
At certain times the persistent penile lesions, the periaxillary involvement and the 
nocturnal itching somewhat suggested scabies; at other times the lichenoid papules 
and the lichenified disk on the glans penis reminded one of lichen planus; then 
again the swelling and erythema of the eyelids, ears and scrotum and the eczematous 
and eczematized lesions of the eyes, ears, arms, hands, legs and feet led to the 
consideration of the possibility of a contact eczema or dermatitis; at still other 
periods the grouped vesicular lesions on the feet and the lichenoid, grouped and 
follicular papules presented a picture such as that seen in dermatophytids and in 
other so-called microbids (figs. 5 and 7); at still other times, as stated before, 
the diagnosis of mycosis fungoides or of some other leukotic dyscrasia was 
uppermost in our minds. When the combination of urticarial lesions and grouped 
lichenoid and eczematous changes was considered, the polymorphism of the pic- 
ture, together with the extreme pruritus and the chronic course, made it essential 
to rule out an atypical dermatitis herpetiformis; and it would indeed seem that 
this case was, in many respects, suggestive of an atypical form of Duhring’s 
disease * (fig. 8). Many other diagnoses had to be considered, namely, aleukemic 
lymphadenosis, leukemid, nummular or parasitic eczema, atypical neurodermatitis 
and many others, but they all had to be abandoned. 

Throughout the entire course of the malady the severe pruritus and the penile 
lesions seemed to be the most constant features. The lichenoid and infiltrated phases 

3. Peck, in discussion on Kaufman.'J 

4. Rosen, in discussion on Bechet.'f 
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were, as stated, of longer duration than the weeping phases. It must be mentioned 
once again that the phases described were by no means clearcut or definitely 
separated; they continually merged and combined, and the various manifestations 
were usually present at one and the same time. However, occasionally one or 
another type of lesion so clearly predominated that for the time being it deter- 
mined the entire aspect of the dermatosis. 

A most characteristic feature in the course of this disease was its extreme 
refractoriness to therapy. The disease was to a great degree uninfluenced by all 
our therapeutic attempts. These included at different times during the three years 
and ten months of observation roentgen and ultraviolet therapy; use of almost all 








Fig. 7—Dermatophytosis-like, deep-seated papulovesicular lesions. (No fungi 
were demonstrable. ) 


conceivable topical antipruritic, antieczematous and parasitocidal agents; the most 
severe and stringent diets, including elimination and copper-free diets; drainage of 
the biliary tract and high colon irrigations; injections of calcium, of sodium thio- 
sulfate and of strontium bromide; autohemotherapy; administration of sedatives 
of all types, orally or by injection; baths with starch, with tar, with sulfur and 
with potassium permanganate ; removal of infected tonsils, and, in short, innumerable 
other measures, including various attempts at desensitization with allergens such 
as fungous extracts, inhalant extracts, pollens and autogenous and stock vaccines. 
And on the assumption of the possible rodle of overtreatment, varying periods in 
which no treatment whatever or only medication with the blandest of topical 
applications was used were interspersed, but these too were of no avail. 
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The only measure which seemed to exercise a definitely beneficial effect was 
a complete change of environment ; and this seemed to indicate that we were dealing 
with a dermatosis based on a sensitization to environmental allergens. Twice the 
patient improved rapidly when he was hospitalized at the New York Post-Graduate 
Medical School and Hospital, but strangely exacerbation rather than improvement 


Fig. 8.—View of the back showing dermatitis herpetiformis-like distribution and 
appearance (note the grouping and the polycyclic outlines). 


was noted when he was hospitalized at two other hospitals in New York, in spite 
of the fact that he received what was apparently the same type of local and 
systemic therapy. 

Of all environments, his home seemed to affect him the most unfavorably. On 
the other hand, when he was at the seashore, although it was only a few miles 
distant from his home, and although he was accompanied by his wife and children, 
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he was distinctly better. He therefore followed our advice and moved to the 
seashore, where he has established permanent residence although he continues to 
come to his office in the city. Whether or not the difference is due to this change 
in environment is undetermined, but the cutaneous condition has since continued 
to improve gradually. During about the last four months before the time of 
writing, the dermatosis had been reduced to the occasional appearance of the afore- 
mentioned showers of urticarial lesions and the presence of a few scaly and some- 
times crusting plaques on various parts of the body. It is noteworthy that two 
particularly persistent plaques remain—one on the bridge of the nose, the other on 
the glans penis. (It is necessary to call attention to the fact that at the time of 
our last examination the patient’s general health was excellent and no sign 
remained of the previous lymphadenopathy.) 

Other Observations —The results of physical examination, excluding the 
described dermatosis and a moderate degree of seborrheic alopecia, were essentially 
negative except for the fact that there were a moderate adenopathy and slight 
tenderness of the inguinal, axillary and submaxillary regions; infected tonsils, 
and a slight thickening of the pleura at the apex of the right lung, as shown by 
a roentgenogram. ' 

Enlargement of neither the spleen nor the liver could be detected by palpation. 
At no time were lesions of the mucous membrane present. 

The temperature, pulse and respiration were normal throughout. 

There was a history of running nose and frequent “head colds.” The patient’s 
speech was usually nasal. He complained of frequent “stuffiness.” Examinations, 
including roentgen study of the paranasal sinuses, gave negative results. The 
infected tonsils were removed by Dr. Charles J. Imperatori, but the tonsillectomy 
apparently exerted no influence on the severity or course of the dermatosis. 

The results of various tests and examinations may be summarized as follows: 

1. Scratch tests with seventy foods and with eighteen inhalants and tests with 
epidermal excitants and with bedding materials and other dust-forming sub- 
stances from the patient’s home gave negative results. 

2. Twenty intracutaneous tests gave negative results. A 2 plus immediate 
reaction to giant ragweed and a 2 plus delayed reaction (forty-eight hour tuberculin- 
type) to mixed catarrhal vaccine were the only positive reactions. 

3. Patch tests with the twenty-four substances used as a routine and with 
nineteen additional especially indicated substances (including potassium iodide) 
were repeatedly negative. 

4. Repeated examination of scales and of material from the nails showed no 
fungi. Repeated intracutaneous tests with trichophytin and oidiomycin elicited no 
reactions. 

5. The biospectrometric analysis (performed by Dr. L. Edward Gaul) showed 
a 3 plus line for copper. 

6. The arsenic content of the urine was within normal limits. 

7. The Wassermann reaction was negative. Urinalyses and chemical examina- 
tion of the blood gave normal results except one time when the sugar content 
and the urea nitrogen content of the blood were low. On another occasion, the 
chemical examination of the blood gave normal results. 

8. Blood counts gave essentially normal results, except for a moderate leuko- 
cytosis, the number of leukocytes ranging from 9,000 to 15,000, and for the fact 
that eosinophilia was frequently observed, the percentage of eosinophils varying 
between 0 and 31 and averaging 14. 

9. Repeated examinations of the stool for ova and parasites gave negative results. 
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Histologic examination of specimens obtained at various times in no way 
clarified the diagnosis. The pathologists reported “chronic dermatitis” or “chronic 
eczema.” There were no features characteristic of mycosis fungoides, of other 
leukotic dyscrasias, of dermatitis herpetiformis or of any other known dermatologic 
entity. (A summary of histologic observations is given later.) 

In our opinion, the significant observations in this case were as follows: 

1. The negative results of patch tests, which were opposed to the diagnosis of 
dermatitis venenata. 

2. The negative results of scratch tests, which indicated that there was no 
atopy. There was no personal and no familial history of atopy. 

3. The absence of fungi in the skin and nails and the repeatedly negative 
reactions to trichophytin and oidiomycin. The absence of benefit or of focal 
exacerbations after injections of fungous and bacterial extracts. 

4. The high eosinophil counts. 

5. The negative reactions to iodide and the absence of ova and parasites. 

6. The high copper content of the tissues, according to the biospectrometric 
report (an observation we are unable to interpret at present), and the lack of 
improvement on a prolonged copper-free diet. 

7. The absence of histologic observations on which to base a diagnosis of any 
known dermatologic entity other than a type of exudative dermatitis. 

8. The persistent rhinitis and nasal speech; also the lack of effect of the ton- 
sillectomy. 

9. The absence of satisfactory response to every therapeutic agent, including 
roentgen radiation and arsenic. 

10. The seeming effect of environment, including the apparently beneficial effects 
of certain environments as opposed to the apparently deleterious effect of the home 
environment. 

11. The continuation of the dermatosis for almost four years without the super- 
vention of any other known entity. 

12. The spontaneous disappearance of the lymphadenopathy. 

13. The continued general good health of the patient and the continued normal 
general condition. 

COM MENT 


This case was selected (1) because it represents an apparently well 
developed instance of the syndrome we are attempting to describe, and 
(2) because it could be observed over an adequate period of time and 
could be fairly adequately studied. 

Over a period of years, we have had occasion, not infrequently, to 
observe other cases of conditions which, on cursory inspection, seemed 
to belong to this group. Cases were observed not only in America 
but also in Europe, and it is our impression, which is confirmed by 
discussion with many colleagues, that the condition exhibited by this 
patient cannot be a rare or even an uncommon dermatosis. 

In many of these cases the conditions were so similar to one another 
and so different from any other known dermatitis that even casual obser- 
vation suggested a distinctive form of dermatosis. Thus, in Zurich, 
Switzerland, after the first case was observed, in subsequent cases the 
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condition was not labeled with a dermatologic diagnosis but was referred 
to as “the dermatitis of Mr. X.” (the name being that of the first patient 
observed). At the Skin and Cancer Unit of the New York Post- 
Graduate Medical Schcol and Hospital we have similarly fallen into the 
custom of referring to this condition as “the dermatosis of Mr. L. B.” 
(the name being that of the patient in case 5 in the tables), as Mr. L. B. 
happened to be the first patient with this syndrome to attract our atten- 
tion in that hospital. 

From among the cases recently observed, we have selected a group 
of nine because only in these have we been able to gather sufficient data 
to make their presentation seem of value. It may be mentioned here that 
the investigations and observations in these nine cases were rather hap- 
hazard, as no systematic research could be made in any particular direc- 
tion. We were, and we remain, in complete ignorance of the actual 
pathogenesis and nature of this dermatosis, and we can only record the 
results of our studies with the routine measures which seemed at various 
times to offer possible avenues of approach in the individual cases. 

The observations in case 1, that of J. R., described in detail, and 
in the eight additional cases, are given in tabular form. 


Composite Picture-—The aggregate of our observations in these nine 
cases demonstrates that the dermatitis under consideration may be char- 
acterized as follows: In the nine cases (with the possible exception of 
case 9) the manifestations are so closely similar that the majority of 
characteristics mentioned in the detailed description of case 1 might 
apply equally to the entire group. We shall therefore confine ourselves 
to a brief summary of the composite picture, based on only the outstand- 
ing and most constant characteristics encountered in our studies. 

The dermatitis which forms the subject of this report is, as already 
stated, of unknown etiology and of obscure pathogenesis. Our delinea- 
tion must, therefore, be based wholly on clinical description and on the 
results of certain routine laboratory and clinical investigations. 

In the nine cases reported the cutaneous condition has been confined 
to men of the Jewish race, and it has appeared during the fourth or 
fifth decade of life. 

The onset of the dermatosis has usually been sudden ; the generalized 
eruption was sometimes preceded by a circumscribed dermatitis which 
was irritated by treatment. 

The foreground of the picture is surely dominated by the pruritus— 
by the intractable and uncontrollable itching with its nocturnal accentu- 
ation and its frequent veritable crises. Several of the patients also 
alluded to other cutaneous sensations, including feelings of chilliness 
and “freezing,” and occasionally of burning and of pain, particularly 
over the breasts and around the.nipples (cases 1, 3, 5, 6, 7, 8, table 1). 








TABLE 1.—Observations in Nine Cases of the Condition 








A. Personal Data* 
Total Dura- 
Age at ? ? tion to Date 
Onsett Sex Race Birthplace Occupation of Writing 


43 Male Jewish Russia Office 4 years 

33 Male Jewish U.S. A. Law writer 3 years 
Male Jewish . Roentgen- 7 months 

ologist 

Male Jewish J. 8. A. Salesman 8 months 
Male Jewish i Painter 3% years 
Male Jewish J. S. A, Buyer 6 months 
Male Jewish . A. Salesman 4% years 
Male Jewish Pedler 8 years 
Male Jewish U.S. A. Bookbinder 8 months 
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B. History 
Other Allergies 
f (Drug, Preceding Frequent 
Personal Familial Dermatitis Seborrheic Systemic Injury to Head 
Atopy Atopy Venenata) Alopecia Disease the Skin Colds 
None None None Advanced None Eruption on Yes 
hands, 5 years 
before; cured 


None Father had None Moderate Constipa- Infectionof Yes 
hay fever tion thumb 
None None Sulfur Advanced Old gon- Seborrheic Yes 
dermatitis orrhea; dermatitis 
constipa- 
tion 
None Constipa- Severe 
tion; anal eezematous 
fistula dermatitis 
on feet 
None Moderate None Otitis 
Father Advanced Old gon- Itchy spot 
died of orrhea; on abdomen 
asthma latent weeks before 
(bronchial?) syphils onset 
None None Moderate None Unrecorded Yes 
Paternal 2 plus re- None Old gon- Unreecorded Unreeorded 
uncle had action to orrhea; 
asthma patch test with attacks 
ammonium of sore 
fluoride; throat 
4 plus re- 
action to 
insect 
powder 
None None None No 
C. Subjective Manifestations 
Pruritus Personality 
d 


Pruritus Pruritus (c) Worse an 
(a) Degree (b) Crises at Night Chilliness Behavior 
Severe Yes Yes Yes Excitable 
Severe Yes Yes Unrecorded Stoical 
Severe Yes Yes No Cyclothymic 
Severe Yes Yes No Calm 
Severe Yes Yes Yes Stoical 
Severe Yes Yes Yes Cyclothymic 
Severe Yes Yes Yes Stolid 
Unrecorded Unrecorded Cyclothymie 


Severe Yes 
Causing discomfort No No Yes Depressed 


D. Clinical Appearance 


Infiltration 
Exuda- Phase Re- Papules 
Eezema- tive and sembling Resembling Marked Pigmen- 
tous Diseoid Mycosis Lichen Follicular Urticarial Cutis tation 

Case Phase Phase Fungoides Planus Papules Lesions Anserina (Residua)) 
Yes Yes Yes Yes Yes Yes No 
Yes Yes Yes Not noted Yes No 
Yes Yes Yes Yes Yes No 
Yes Yes Yes Yes No 
Yes Yes Yes v Yes Yes 
Yes 4 Yes Yes ¢ Yes Yes 
Yes Yes Yes Yes 


Yes 
Yes Yes Yes Yes Yes 


Yes Yes Yes No Yes 


CBIOO eBwre 





* Dr. I. Rosen gave permission to include case 7 in this series. 
+ The average age was 40. 








TABLE 1.—Observations in Nine Cases of the Condition—Continued 
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D. Clinical Appearance—Continued 
il 
Dermato- Mamillary Involve- 
phytosis- : and ment u 
like Lesions Peri- ofthe Penile Anal ; 
Lesions Lesions’ Cir- Peri- on mamil- Peri- Mucous’ and and 
of the on cumoral orbital External lary axillary Mem- Scrotal Perianal 
Feet Scalp Lesions Lesions Ear Lesions Lesions brane Lesions Lesions 
Yes Few Yes Yes Yes Yes Yes No Yes No 
Yes Few Yes Unre- Unre- Slight Yes No Yes Unre- 
corded corded corded H 
Yes Few Few Few Yes Slight Yes No Yes Yes ; 
Yes Few Few Few Slight Slight Yes No Yes Slight ; 
Yes Few Marked Marked No No Yes No Yes No f 
No Few Marked Yes Yes Marked Slight No Yes Yes 
Unre- Few Marked Yes Slight Marked Slight No Yes No H 
corded : 
No Unre- Unre- Unre- Unre- Unre- Unre- No Unre- Unre- 
eorded corded corded corded corded corded corded corded 
Yes No No Yes Slight Yes Slight 2 of res Yes 
; L. P. 
E. Results of Objective Examination of the Skin 
Scratch Patch Results 
Tests with Tests with Intra- Intra- of Patch Biospectro- 
Foods, Routine dermal dermal Hyposen- Tests metric 
Inhalants and Tests Tests Demon- _ sitization with Tests 
and Environ- with with stration with Iodide (Dr. J. 
Other mental Tricho- Oidio- of Fungous and Edward 
Substances Substances phytin mycin Fungi Extracts Bromide Gaul) 
Negative Negative Negative Negative Negative Negative Negative 
: reaction to 
potassium 
iodide 
Negative Negative Negative Negative Negative Negative Not made Copper, 
except for 3 plus 
1 plus reaction 
to mercury 
and 1 plus 
reaction to 
tuberculin 
Negative Negative Negative Negative Positive Not made Negative Copper, ; 
on 1 toe- 3 plus H 
nail es 
Not made Negative Negative Negative Negative Negative Negative Not made bi 
Negative Negative Negative Negative Negative Not made Negative Not made b 
reaction to i : 
potassium i 
iodide j 
Negative Not made Not made Not made Not made Not made Not made Not made 
Negative Negative Negative Negative Not made Not made Not made Not made 
Negative Negative Negative Not made Not made Not made Negative Not made 
except for reaction to 
2 plus reaction potassium 
to ammonium iodide 
fluoride and 
2 plus reaction ‘ 
to insect : 
powder re 
Not made Not made Negative Negative Not made Negative Not made Not made iq 
F. Results of General Objective Examination : 4 
Temperature, Lymph- Leukocyte Eosinophil Examination of ae 
Pulse and adenopathy, Palpable Counts, Counts, Stoo! for Ova 3 
Respiration General Spleen Total Percentage and Parasites s 
Normal Yes No 7,600 31; 30; 0; 8; Negative i 
10,000 19; 14 
15,000 t 
Fever attime Yes No Rimeeneess . - kv ce ba wadadx Negative i: 
of infection : 
of thumb 
Normal Yes No 7,100 8: 10: 11 Negative ; 
Normal Yes; ten- No 12,000 14; 26 Negative ee 
derness 7,600 F ; 
Normal Yes No 10,350 1; 18; 14 Negative i 
7,350 ; 
3,900 1s 
Normal Yes No Unrecorded 8 Not made t 
Normal Yes; ten- No 6,150 1; 6; 16; Negative 
derness 7,600 24 
Normal Unre- Unre- 5,800 10; 14 Not made 
corded corded 10,700 
Normal Yes No 9,200 15 Not made 








TABLE 1.—Observations in Nine Cases of the Condition—Continued 








F. Results of General Objective Examination—Continued 


Arsenic Chemical Basal Bacteriologic 
Content of Status of Metabolic Examina- Nose and 
Urinalysis Urine Blood Rate Throat 
Negative Normal Normal Not made Tonsils 
infected 
Negative Not made Normal —19.7% Tonsils 
aureus; hypertrophied; 
thumb tonsillitis 
infection 
Negative Normal Normal Not made Chronie 
rhinitis 
Negative Not made Normal Normal Stool: B. coli- Chronic 
communis, sinusitis 
hemolytic 
Negative Normal Normal +7% Chronie ton- 
sillitis and 
sinusitis 
Sugar + Sugarcon- Unrecorded Normal 
Acetone + tent, 158 mg.; 
125 mg.; 
96.8 mg.; 
per 100 cc. 
Negative Unrecorded Not made Ethmoiditis; 
pharyngitis 
Negative Normal Not made Normal 
Negative Notmade Normal Normal Normal 


Roentgen Examination 


rc Prostatic Wassermann 
Case Teeth Chest Smear Test Other Conditions Found 


1 Negative Pleural Not made Negative Running nose; nasal 
thickening voice 
at apex of 
right lung 
Not made Not made Not made Negative Undescended right tes- 
ticle; inguinal hernia on 
right side 
Negative Negative Negative Negative Acute appendicitis; run- 
ning nose; nasal voice 





Negative Not made Negative Negative 
Negative Few calcified Negative Negative Nasal voice 
tubercles at apex 
of right lung 
No record Not made Not made 2 plus Diabetes; syphilis; 
pyorrhea 


Not made Not made Not made meaning nose; nasal 
voice 
Negative Not made Not made Negative 


Negative Negative Not made Negative Paresthesias (due to 
arsenic ?) 


G. Response to Therapy 


Effect of Sys- 
Effect of Effect of temic Treatment Effect of Effect of 
Hospitali- Topical (Arsenic, Ultraviolet Roentgen 
zation Remedies Caleium) Radiation Radiation 
Improvement Symptomatic only No benefit No benefit No benefit 
(4 admissions) 
Improvement Symptomatic only No benefit No benefit No benefit 
Improvement Symptomatic only No benefit No benefit No benefit 
(2 admissions) 
Improvement Symptomatic only No benefit No benefit No benefit 
(2 admissions) 
Improvement Symptomatic only No benefit No benefit No benefit 
(6 admissions) 
Improvement Symptomatic only No benefit Not given Not given 
Improvement Symptomatic only No benefit Not given No benefit 
(8 admissions) 
Improvement Symptomatic only No benefit No benefit No benefit 
(5 admissions) 
Improvement Symptomatic only No benefit No benefit No benefit 








(ase 
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Case and Remissions 
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TABLE 1.—Observations in Nine Cases of the Condition—Continued 








Effect of Removal 
of Environmental 
Allergens by 
Measures Other 
Than Change of 
Residence or 
Hospitalization 


No benefit 
Unrecorded 


Questionable 


Not tried 
Unrecorded 
Unrecorded 
No benefit 


Good 
No benefit 


Chronie with 
Exacerbations 
Yes 


Yes 


Yes 


Yes 


Yes 
Yes 


Yes 
Yes 


No; more or 
less continuous 


Etiology 
ase Discovered 

1 No 
2 No 
8 No 

No 
5 No 
6 No 
7 No 
8 No 
9 No 


G. Response to Therapy—Continued 


Effect of 
Effect of Response to Removal 
General Elimination of Foci of 
Diet Diet Infection 
No benefit No benefit No benefit 
No benefit No benefit Cured after 
healing of 
pyoderma 
of thumb 
No benefit ODED = sasdtiteise 
No benefit NEE an syelovaen 
No benefit No benefit 
Not tried No benefit 
Itehing dis- | a ae eens 
appeared as appeared as 
a result of a result of 
salt-free diet salt-free diet 
No benefit No benefit 
No benefit tL SR ae ee 
H. Course of Dermatosis 
Rapid Transitional 
Alterations in Changes, Slow 
Appearance or Quick 
Yes Rapid 
Unrecorded Slow; oozing 
eczema improved 
quickly 
Yes Slow; oozing 
eczema improved 
quickly 
No Slow 
Yes Slow 
Yes Oozing eczema 
improved quickly 
Yes Eczema improved 
quickly 
Yes Eczema improved 
quickly 
No Slow 


I. Final Outcome 


Partial Complete 
Remission Remission 
Yes (several) No (only 
urticaria 
at time of 
writing) 
Yes (several) Apparently 
cured after 
thumb 
healed 
Yes No 
Yes (several) No 
Yes (slight) No 
Yes Only 
urticaria 
at time of 
writing 
Yes (always No 
occurred while 
patient was in 
hospital) 
Yes (while No 
patient was in 
hospital) 
Yes (while No 


patient was in 


hospital) 


Effect of 
Drainage of Effect of 
Biliary Artificial 
Tract Fever 
No benefit 
Not per- 
formed 
Not sue- 
cessful 
No benefit 
No benefit No benefit 
No benefit No benefit 


Condition in 
Relation to 
Environment 
Better at hospital and at 
seashore 
Cured after removal of 
focus 


Good in hospital and bad 
on a cruise 


Better in Bermuda and 
worse in Florida 
Better only in hospital 
Better in hospital 


Better in hospital and 
worse any Other place 
Improved on four succes- 
sive admissions 

Better in hospital than in 
Lakewood, N. J., or at 
home 


Supervention 
of Other Residual 

Dermatoses Urticaria 
None Yes 
None 
None Yes 
None Yes 
None No 
None Yes 
None No 
None No 
None No 
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TABLE 2.—Diffcrential Diagnosis 








A. Differentiation from Mycosis 


Fungoides and Other Leukotiec Dyscrasias 


(Lymphoblastomas) 


Observations Suggestive of 
Mycosis Fungoides 
(1) Infiltrated circumscribed and sometimes 
bizarre-shaped plaques 


(2) Age at onset 
(3) Severe pruritus 
(4) No discoverable etiology 


Observations Speaking Against 
Mycosis Fungoides 

(1) Ineidence much greater than that of 
other leukotic dyscrasias with 
cutaneous changes 

(2) No response to roentgen therapy 

(3) No response to arsenic 

(4) Lack of supervention of lesions of 
mycosis fungoides or of any manifes 
tations of leukemia or of other 
leukotic dyscrasias (even of a sug- 
gestive hematologic picture) 

(5) No typical clinical or histologic 
changes in the lymph nodes and of 
splenomegaly; ultimate regression of 
the lymphadenopathy 

(6) No histologic suggestion of mycosis 
fungoides or of any other leukotic 
dyscrasia 

(7) Eezematous, lichenoid and urticarial 
phases do not resemble premycotic 
stage of mycosis fungoides 

(8) Improvement as result of hospitali- 
zation 

(9) Constant eosinophilia 

(10) Regular presence of penile lesions 

(11) Indications of favoring the male sex 
(no eases in females in series here 
reported) 

(12) No fatalities (patient in good health) 


B. Differentiation from Dermatitis Herpetiformis 


Observations Suggestive of 
Dermatitis Herpetiformis 


(1) Polymorphism of the eruption 


(2) Eezematous and urticar‘al lesions 

(3) One type of lesion predominating 
during an attack 

(4) Some tendency to grouping 


(5) Involvement of extensor areas 


(6) Healing with p'gmentation in 4 cases 
(due to therapy ?) 
(7) Exacerbations and partial remissions 


(8) Paresthesias 


(9) Severe itching 
(10) Constant eosinophilia 


C. Differentiation from 


Observations Suggestive of 
Atopic Dermatitis 
(1) Presence or history of rhinitis (vaso- 
motor ?) in all cases 


(2) Family history of atopy in two cases 

(3) Improvement resulting from change of 
environment, especially from hos- 
pitalization 

(4) Lichenified and eczematoid patches, as 
well as diffuse lichenification 

(5) Severe pruritus 


(6) Eosinophilia 


(7) Negative reactions to patch tests 


Observations Speaking Against 
Derinatitis Herpetiformis 


(1) No persistent vesicles (except on soles 
in two cases); no herpetiform lesions 

(2) No pustules or bullae 

(3) Predilection as to age and sex not 
observed in dermatitis herpetiformis 

(4) No histologic evidence of dermatitis 
herpetiformis 

(5) Negative reaction to patch tests with 
iodide in all cases 

(6) Refractoriness to roentgen therapy 
in all cases 

(7) Refractoriness to arsenic therapy 
in all cases 

(8) No complete remissions with renewed 
outbreaks 

(9) No pigmentation in five cases 

(10) No searring of old lesions 

(11) Follicular nature of lichenoid papules 


Atopic Dermatitis 


Observations Speaking Against 
Ordinary Atopic Dermatitis 

No history of atopy in al) cases (no 
infantile eczema, asthma or hay 
fever) 

No family history of atopy in six cases 

No actual hay fever or asthma present 
in any case 


Negative reactions to scratch tests 


No predilection for flexures (antecubital 
and popliteal spaces); rather a pre- 
dilection for the extensor surfaces 

Elevated and circumscribed disks and 
ovals (not usually seen in atopic 
dermatitis) 

(7) Age at onset (too advanced for ordi- 
nary atopic dermatitis) 

(8) Favoring of male sex 

(9) Penile lesion (not usually seen in gener- 
alized atopic dermatitis) 

(10) Refractoriness to roentgen therapy 

(11) Phase resembling premycotic stage of 

mycosis fungoides 

(12) Crusting and oozing phase 


(6 
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D. Differentiation from Dermatophytosis and Ids 


Observations Suggestive of 
an Id 
(1) Seattered and grouped papules and qa 
vesicles On various paits of the skin, 
without other known etiology 
®) Grouped and follicular lichenoid papules (2) 


(3) Vesicular lesions on soles in two cases (3) 
(no fungi observed) 
4) History of dermatophytosis in two (4) 


cases (fungi observed in only one; 
onychomycc sis) 

(5) Sogginess and scaling on hands and (5) 
feet in four cases 


i) 


(7) 
(8) 
(9) 
(10) 


(11) 


Observations Speaking Against 
an Id 


No fungi in skin, hair or nails (except 
in one case of long-standing 
onychomycosis) 

Constant negative reactions to intra- 
dermal tests with trichophytin and 
oidiomycin in entire series (reaction 
less than normal) 

Protracted course 


No marked predilection for hands or 
feet (interdigital spaces free from 
signs) 

No response to therapy usually effective 
in eases of id, including complete lack 
of response to roentgen therapy 

Involvement of face, bridge of nose 
and glans pen‘s 

Constant penile lesions 

Uncontrollable pruritus 

Predispositional factors of age and sex 
(not those seen in cases of id) 

No persistent or obvious vesicles on 
hands 

Constant eosinophilia 


E. Differentiation from Contact Dermatitis 


Observations Suggestive of 
Contact Dermatitis 
1) Repeated improvement resulting from (1) 
change of environment, notably 
from hospitalization 
(2) Eezematous appearance of some of the (2) 
lesions, both clinically and micro- 
scopically 


Observations Speaking Against 
Ordinary Contact Dermatitis 


Distribution not that of contact der- 
matitis (not primarily on exposed 
parts) 

Constantly negative reactions to 
patch tests in all cases 


Constant eosinophilia 

No response to elimination of occupa- 
tional and other contact excitants 

No response to local remedies 

No response to roentgen therapy 

Failure to discover exciting cause in 
even one case 

Urticarial lesions, sharply circum- 
scribed disks and oval lesions 

Persistent penile lesions 

Nocturnal increase of pruritus 

Protracted course 

Predisposition as to age, sex and race 
in our series 

Repeated apparently spontaneous 
exacerbations and partial remis- 
sions 

Condition asscciated with diverse occu- 
pations, many cf them not involv- 
ing exposure to known common 
eczematogenous noxae 





There were no demonstrable fluctuations in body temperature to account 
for the chilliness. The general health remained to a great extent unim- 
paired throughout, if one excepts the transitory loss of weight and the 
irritability and fatigue presumably due to the severe subjective sensa- 


tions and to the ensuing sleeplessness. 


The most characteristic objective lesion 
oval and discoid plaques showing rapid 
appearance (figs. 3 and 6); these plaques were at times flat and scaly, 
at times elevated and edematous and at times oozing and crusting ; they 
would speedily pass through many of the clinical stages considered 
characteristic of eczematous lesions. 


s were the sharply demarcated 
variations in consistency and 
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Distinct clinical vesiculation (this appeared occasionally on the soles ; 
fig. 7) and true herpetiform lesions were uniformly absent. The vesi- 
cles, when any were present, were obviously so minute, so fragile and 
so evanescent that they were as a rule not clinically demonstrable. 
Nevertheless, the oozing surfaces of the plaques, and particularly the 
delicate and often punctate crusts (status punctosus) allowed one to 
infer that exudation and at least histologic vesiculation had been present. 
(This inference was proved by the results of microscopic study.) No 
blebs and no bullae were demonstrable in any case at any time. We 
wish to emphasize the general lack of herpetiform lesions and of dis- 
tinct and persistent vesicles and the complete absence of blebs and 
bullae, for these seem important points in differentiating our findings 
in this dermatosis from the characteristic findings in dermatitis herpeti- 
formis, in dermatophytids and in acute contact dermatitis. 

The oozing phases were in general brief. (In case 9 they were so 
evanescent that they were completely overshadowed by the dry and 
lichenified phases.) In all instances the oozing yielded more or less 
rapidly to topical therapy or underwent spontaneous involution, recur- 
ring, however, either spontaneously or after bouts of scratching and 
irritation. When the acute exudative manifestations subsided, some of 
the disks and plaques underwent scaling (this sometimes faintly resem- 
bled the scaling of psoriasis), and then almost complete or even com- 
plete involution. Other plaques became first scaly and then lichenified. 
In addition to the eczematoid changes the rapid swelling and elevation 
of some of the plaques and the rapid deturgescence undoubtedly repre- 
sented an urticarial component such as described, for example, by 
Neisser in his account of urtikarielles Ekzem. 

In all nine cases the more persistent lesions in the form of certain 
circumscribed disks and plaques, as well as certain diffusely affected 
areas, seemed at various times to be definitely infiltrated; and at these 
times the picture was without doubt strongly suggestive of a premycotic 
eczema or of some other leukotic dyscrasia, so that in all our cases 
the diagnosis of premycotic stage of mycosis fungoides or of another 
form of lymphoblastoma was, at one time or another, the subject of 
serious consideration on our part as well as on the part of other 
dermatologists. 

The circumscribed discoid and oval lesions showed certain predilec- 
tions as to localization. The apparently constant presence of one or more 
such lesions on the glans penis or on the shaft of the penis was perhaps 
what first called our attention to the seemingly distinctive peculiarities 
of this dermatosis. In none of our nine cases were penile or scrotal 
lesions entirely lacking, and we have been led to consider these lesions 
as among the most regular features of the entire dermatologic picture 
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(figs. 1 and 2). In addition to the penile site, the discoid and oval lesions 
usually favored certain other areas. Although no part of the skin 
could be considered entirely immune, there was an obvious preference 
for extensor, as compared with flexor, surfaces, and the perimamillary 
areas, the anterior and posterior aspects of the axillary folds, the scro- 
tum, the circumoral region, the bridge of the nose, the abdomen and 
the scapular areas were, in general, the seat of the most numerous 
and most persistent plaques. On the trunk, the long axes of the oval 
lesions showed a consistent tendency to follow the lines of cleavage, 
so that the appearance and arrangement of the flat scaly lesions at times 
somewhat resembled pityriasis rosea (fig. 4). 

Besides these disks and oval plaques all the patients presented the 
majority of the phases we have outlined in the detailed description of 
case 1. The lichenoid phase—both follicular and discrete lichenoid 
lesions and diffuse lichenification being present—was a constant find- 
ing; and, as mentioned before, the phase resembling the premycotic 
stage of mycosis fungoides was seen in all instances. 

In only four cases could we be certain that urticarial showers, as 
described in case 1, had occurred, but it seems of some importance to 
note that in all cases the aforementioned swelling and sudden itching 
of the plaques bespoke a process essentially urticarial.* 

Marked cutis anserina and diffuse follicular involvement, with often 
persistent somewhat follicular papules like those of lichen planus 
(fig. 5), were observed in all cases but one (case 9). 

Other manifestations which compelled our attention were the fre- 
quent and often persistent erection of the nipples in seven cases, the 
edema and swelling and even the complaint of “soreness” of the mamillae 
and perimamillary areas (seven cases). 

All nine patients had intelligence decidedly above the average. Sev- 
eral (cases 1, 4 and 5) were certainly of a hyperkinetic type, showing 
labile temperaments and what might be described as either cyclothymic 
or decidedly neurotic personalities. 


Course.—In all but one (case 2) of our cases there was an almost 
complete refractoriness to usual methods of therapy at our hands and 
at the hands of many other dermatologists and an equal refractoriness 
to many unusual measures attempted as desperate resorts. This dis- 
tressing and baffling resistance to all therapy on the part of a derma- 
tosis which at first seemed to be but an ordinary eczematous eruption 
must be emphasized as a highly significant characteristic of the syn- 
drome. Beyond bringing about a temporary drying-up of the oozing 
lesions, therapeutic measures were of little avail. It was particularly 
striking—and it deserves special emphasis—that, far from giving relief, 
superficial application of unfiltered roentgen radiation in the usual dose 
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seemed, in many instances, only to aggravate the condition. Arsenic, 
moreover, was of no value even when the largest tolerated doses were 
administered. 

Except in one case (case 2), removal of certain evident foci of 
infection was not followed by cure or even by any definite alteration 
in the course of the disease. 

On the other hand, hospitalization and certain other changes of 
environment repeatedly preceded marked improvement in all but one 
(case 9) of our cases. However, in another case (case 4) the condition 
was much worse while the patient was in Florida than while he was 
at home, and in a third case (case 3) one of the most severe exacerba- 
tions occurred while the patient was on shipboard and while he was 
in Bermuda. 

In several cases there was residual pigmentation. 

While in several cases there were attacks of widespread and almost 
general lichenification, no typical exfoliating erythroderma occurred in 
any of our cases. 

The laboratory and other investigations gave essentially negative 
results, except for the fact that eosinophilia was regularly observed. 
This was present in every case, and the percentage of eosinophils aver- 
aged 14 for all the patients in the series.° 

Contrary to our first expectations, the results of patch tests were 
so consistently negative that they spoke most strongly against a contact 
type of eruption. The reactions to potassium iodide were negative in 
the entire series, a finding certainly weighing somewhat against the 
diagnosis of dermatitis herpetiformis. 

Among the investigations which must await further elucidation is 
the fact that a large deposit of copper (according to the biospectrometric 
report) was noted in the two cases in which this analysis was performed. 

In two of our cases (cases 2 and 8) there was a familial history of 
hay fever or asthma on the paternal side; and in one case (case 6) the 
patient’s father was said to have died of asthma (cardiac or bronchial 
asthma?). Five of our patients complained of the nasal manifestations 
often found in vasomotor rhinitis. However, no patient in our series 
had asthma or typical hay fever, and none of them had had infantile 
or childhood eczema or typical atopic dermatitis. 

These findings, together with the almost universal absence of reac- 
tions to scratch tests, make it impossible for us, at present, to consider 
this dermatosis as a representative form of any known atopic manifes- 
tation, although it may be some form of sensitization dermatosis. 


Histologic Observations —Unfortunately, the histologic observations 
did not enable us to characterize this disease more clearly, and certainly 


5. Rosen, in discussion on Kaufman.1J 
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hey did not permit the classification of the cutaneous lesions as those 
ff any known definite dermatologic entity, unless we should declare 
uurselves satisfied with the diagnoses of endogenous eczema or toxico- 
lerma. 

In none of the cases were there changes diagnostic of dermatitis 
herpetiformis, of lichen planus, of mycosis fungoides, of other leukotic 
dyscrasias or of any other dermatologic entity. 

The constant histologic changes, as seen in eleven biopsy specimens 
obtained in five cases, may be summed up as follows: The epidermis 
presented irregular but marked acanthosis. There was intercellular 
edema, increasing in certain areas to spongiosis and also to intra- 
epidermal vesiculation. There was no hyperkeratosis, but areas of 
parakeratosis were seen occasionally in all sections. Beneath the 
parakeratotic areas, the granular layer was narrowed or absent. The 
basal cell layer was unaffected, except in one section in which the inter- 
stitial edema seemed to have disrupted the usual regular palisade forma- 
tion. The rete pegs were elongated or widened or both. 

The papillary bodies were correspondingly elongated and were pale 
staining because of the high degree of edema. In the papfilae the capil- 
laries were elongated or dilated. There were marked edema and vascular 
dilatation throughout the upper portion of the cutis, those changes 
appearing in the middle and (in four cases) in the deep portion of the 
cutis as well. In all cases, the endothelial cells of the capillaries and 
the small vessels were swollen, and in three cases there were also end- 
arteritic changes of the deeper vessels.* There were no signs, however, 
of definite endothelial proliferation. The walls of the blood vessels 
seemed swollen in three cases. The collagen fibers were thickened and 
edematous, especially in the deep portion of the cutis. 

There was an infiltration involving all layers of the cutis; this was 
most marked, however, in the upper layers, where the edema was most 
striking. The infiltrate was spotty and focal in distribution and was 
mainly perivascular, the majority of the cells lying within poorly stained 
edematous areas around the blood vessels. The infiltrate consisted mainly 
of small round cells and of plasma cells, and eosinophils were much in 
evidence in many of the sections. 


The skin appendages were normal, except for an apparent disorgani- 
zation of cells of the acini of the sweat glands, which was observed 
in three of the cases. : 


The histopathologic diagnoses submitted by various dermatopatholo- 
gists were eczematous dermatitis, possible id, exudative inflammatory 
process or toxic process. 

While the changes described were present in variable degree in the 
different specimens, the histologic changes, as far as we could determine, 
seemed uniform in the different clinical types of lesions. 
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The only permissible conclusion seemed to be that the process was 
an exudative and inflammatory one, favoring the blood vessels (endo- 
genous process?), being most severe in the upper layers of the cutis 
and in the papillary bodies and being accompanied by eczematoid 
changes in the epidermis. 

SUMMARY 

We are presenting nine cases of what we have finally been led to 
consider a distinctive exudative discoid and lichenoid chronic dermatitis. 

In our opinion, the distinctive subjective and objective clinical char- 
acteristics, the obstinate course, and the mainly negative results of labo- 
ratory and other tests seem to warrant an attempt to segregate this 
chronic exudative discoid dermatitis from other types of so-called 
eczema. 

The characteristics in our nine cases are tabulated and summarized, 
and certain points of differential diagnosis are tabulated and discussed. 

We cannot, at present, draw conclusions as to the etiology or patho- 
genesis of this cutaneous disease. 

Although our series unquestionably indicates that this dermatosis 
affects by predilection middle-aged Jews, the limited number of obser- 
vations has obliged us to exercise the greatest caution in drawing any 
conclusions. We have therefore refrained from making any dogmatic 
assertions on this, as well as on many other, suggestive observations. 


We hope that the presentation of our observations in this small series 
will lead to the recognition of cases of other identical or similar condi- 
tions and that this may aid in eventually bringing about a correct 
classification of the dermatologic picture presented. We also hope that 
this report will stimulate investigation of a dermatitis which not only has 
baffled our attempts at diagnosis and classification but has resisted our 
efforts to recognize the etiology and pathogenesis and to effect relief. 


962 Park Avenue, New York. 
329 Bloor Street, Toronto, Canada. 





PRIMARY BASAL CELL EPITHELIOMA 
OF THE EXTREMITIES 


REVIEW OF THE LITERATURE AND REPORT OF THIRTY-TWO 
ADDITIONAL CASES 


WILBERT SACHS, M.D. 
JERSEY CITY, N. J. 
AND 


WILLIAM GARBE, M.D. 
TORONTO, CANADA 


Much has been written on epithelioma of the extremities, especially 
on epithelioma of the hand (Fox,' Tourneux*). But insufficient atten- 
tion has been given to the incidence of the basal cell variety in these 
regions. There are no records in the surgical or dermatologic literature 
devoted entirely to this form of cancer of the skin as involving these 
locations. Moreover, it is the impression among dermatologists that 
primary basal cell epithelioma of an extremity is uncommon. These 
facts may explain why the clinical diagnosis of primary basal cell 
epithelioma of the extremities is rarely ventured. Even when proved 
by histologic observations, such a diagnosis is accepted with hesitancy 
on the part of the clinician. This discrepancy between the clinical and 
the laboratory diagnosis arises so frequently that its causes warrant 
investigation. 

In a report of 58 cases of epithelioma of the extremities Hazen ° 
segregated 10 in which the lesion was of the basal cell type. He 
observed that many of the previously written articles on carcinoma are 
now of relatively little value owing to failure to distinguish between 
the various types of cutaneous cancer. Of the numerous cases of 
epithelioma of the extremities presented in the past at dermatologic 
societies, in few has the diagnosis been verified by biopsy. This is true 
more particularly of the recorded proceedings of over five years ago, 
and the omission is now much less evident. 

A brief review of the literature on this subject may be noteworthy. 
In 1929 Nicola, Massia and Rousset* reported a case in which the 


From the Skin and Cancer Unit of the New York Post-Graduate School 
and Hospital, Columbia University. 

1. Fox, Howard: Primary Epithelioma of the Hand, J. Cutan. Dis. 33:22, 
1915. 

2. Tourneux, J. P.: Progrés méd., Jan. 24, 1931, p. 149. 

3. Hazen, H. H.: Cutaneous Cancer of the Extremities, J. A. M. A. 65:837 
(Sept. 4) 1915. 

4. Nicola, J.; Massia, G., and Rousset, J.: Bull. Soc. frang. de dermat. et 
syph. 36:527, 1929. 
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condition was diagnosed clinically as pagetoid epithelioma but in which 
microscopic examination showed a pure basal cell epithelioma. In a 
group of 37 cases of tumor of the foot 1 case of basal cell epithelioma 
was observed by Schreiner and Wehr.’ The next year (1934), the 
same authors ® reported 20 cases of basal cell epithelioma and a series of 
128 cases of malignant degeneration in which the hand was the primary 
site. Chargin,’ in 1933, presented a woman, aged 20, with a basal 
cell epithelioma of the hand. It is of interest to note that the rarity of 
this condition was emphasized in the discussion of that case. 








Basal cell epitheliomas of the extremities. 


Like basal cell epithelioma affecting other regions of the body, so the 
lesion when present on the hand scarcely ever metastasizes, but a case 
in which metastasis occurred was recently reported by Niles. He 
reviewed the literature on this subject and found only 6 cases of a 
similar process microscopically proved. 

Our material was studied at the dermatologic and at the tumor clinic 
of the New York Post-Graduate Medical School and Hospital. Included 


5. Schreiner, B. F., and Wehr, W. H.: Radiology 21:513 (Dec.) 1933. 
6. Schreiner, B. F., and Wehr, W. H.: J. Roentgenol. 32:516, 1934. 
7. Chargin, Louis: Basal-Cell Epithelioma, Arch. Dermat. & Syph. 27: 159 


(Jan.) 1933. 
8. Niles, Henry D.: Am. J. Cancer (supp.) 15:2341 (July) 1931. 
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in the study are cases brought to these clinics by the members of their 
staffs. Insufficiently studied cases as well as those in which the condition 
was diagnosed as superficial basal cell epitheliomatosis have not been 
included. In a total of 4,600 lesions on which biopsies were made in 
nine years at the dermatologic clinic, there were 455 basal cell 
epitheliomas,® of which 20 could be said to be primary on an extremity. 
\ll these diagnoses have been corroborated by Dr. D. L. Satenstein. 


ANALYSIS OF DATA 

The patients included 13 women and 19 men. The ages varied 

between 34 and 86, the average age being 60. The duration, information 

as to which of course depended on the patients’ powers of observation, 

memory and accuracy, varied from many months to many years. The 
course was always slow but progressive. 


TABLE 1.—Location of the Lesion in Thirty-Two Cases * 








Location 


lh AT | Ee es in ee ae 2 ee ea A = ” : Selmer cto ay <a et 
Upper 
Extremity Arm Forearm Wrist Hand Fingers 


Number of cases......... 19 3 4 2 


Location 
eunacennset Nepmmesesticnmen 





pre 
Lower 
Extremity Thigh Leg Ankle Toes 


Number of cases......... 14 5 6 2 0 





* In case 24 two lesions were present. 


The most common clinical terms used in describing the lesions were: 
“ulcerating,”’ “bleeding” and “crusting,” and the less often used ones 
were “verrucous,” “papillomatous” and “fungating’; the base was 
described as “erythematous” or “infiltrated” ; and the border, as “rolled” 
or “pearly.” Twenty-one lesions were recorded as presenting ulceration 
with or without crusting, and in these the location, duration and size 


were not different from those of the rest. Only 10 were indurated. 

It is worthy of note that of the 4 lesions correctly diagnosed 
clinically, only 1 presented the typical pearly border so often described 
as the most regular feature of basal cell epithelioma anywhere on the 
skin. There were but 3 tumors in the entire series which showed this 
feature. Furthermore, analysis of a large group of lesions which had 
been clinically diagnosed as basal cell epithelioma and were found on 
microscopic examination to be some other condition showed that this 
raised pearly border was present in almost 30 per cent of the cases.’° 


9. Sachs, Wilbert, and Goetze, Dorothy: To be publshed. 
10. Wise, Fred: Basal Cell Epithelioma (Multiple), Arch. Dermat. & Syph. 
22:1123 (Dec.) 1930. 
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COMMENT 
The chief difficulties in arriving at a correct clinical diagnosis seem 
to be (1) the lack of a typical picture and (2) the reluctance in 
venturing a rare diagnosis when a more common one would cover 
the situation. Prickle cell and basal cell epithelioma have matiy common 
clinical features, and it is extremely difficult to distinguish them. It 
is advisable to use the more cautious and collective term epithelioma. 

One cannot expect to do more with the present state of knowledge. 
The slow progression of the lesions and the fact that they were 
often verrucous or papillomatous and hyperkeratotic account for such 
diagnoses as nevus and verruca. When the process was superficial, 
erythematous, scaling or crusting, Bowen’s disease could not be ruled 
out on clinical grounds alone. The diagnosis of granuloma could not 
be disregarded when nodular, verrucous or papillomatous formations 
were present. Nor could one overlook this same consideration when 
there was ulceration, bleeding and crusting, scar formation or atrophy. 


SUMMARY 


Basal cell epithelioma is uncommonly found on an extremity, but 
its occurrence in that location is not as rare as was heretofore supposed. 

Thirty-two cases of such lesions are listed and a tabulation of the 
clinical and pathologic observations is given. 


The process is progressive but slow, and metastases almost never 
complicate these least malignant of the cutaneous cancers. 

The clinical features alone are not sufficient to differentiate between 
the various types of epithelial neoplasms. 

It is our impression that the so-called raised pearly border is not to 
be regarded as a pathognomonic finding in cases of basal cell 


epithelioma. 
With the modern trend toward pathologic investigation a greater 
number of these neoplasms will undoubtedly be recognized. 


921 Bergen Avenue, Jersey City, N. J. 


329 Bloor Street West, Toronto, Canada. 





PHENOLPHTHALEIN COMPOUNDS 


GEORGE H. BELOTE, M.D. 
Associate Professor of Dermatology and Syphilology, University 
Michigan Medical School 
AND 
HARVEY A. K. WHITNEY, Ps.C. 
Chief Pharmacist, University Hospital 


ANN ARBOR, MICH. 


This material is presented not for the purpose of discussing further 
the pathogenesis of phenolphthalein eruptions but to acquaint physicians 
with the widespread and sometimes unsuspected use of this drug. 


It has been known for approximately twenty years that phenol- 


phthalein produces signs and symptoms in certain susceptible persons. 
Gradually various manifestations have been added to the syndrome until 
at present it is known that a wide variety of symptoms may be pro- 
duced in the skin, in the mucous membrane and in the gastro-intestinal 
tract.1. In addition, large doses of the drug may cause death.’ 


As knowledge regarding the manifestations due to this drug has 
gradually been accumulated information as to its sources has increased. 
Most physicians question their patients rather carefully regarding the 
use of certain well known and highly advertised cathartics, and it has 
also become known that coloring materials used in foods and in drinks 
are often phenolphthalein or closely related substances. This con- 
stitutes the common knowledge regarding the uses of the drug. 


Further search reveals the fact that in addition to being present in 
cathartics and coloring materials phenolphthalein is contained in sub- 
stances advertised to the profession as intestinal stimulants, intestinal 
antiseptics, adsorbents, stomachics, digestants, intestinal lubricants and 
cholagogues. It is used in materials advertised to the public for use 
in colds, grip, rhinitis, coryza, disturbances of the liver and gallbladder, 
constipation and menstrual disorders. Even an aid to the reduction of 
edema appears in the list of substances containing phenolphthalein. 


Studies and Contributions of the Department of Dermatology and Syphilology, 
University of Michigan Medical School, Service of Dr. Udo J. Wile. 

1. Newman, Ben A.: Phenolphthalein Intoxication, J. A. M. A. 101:761 
(Sept. 2) 1933. 

2. Cleeves, M.: Poisoning by “Ex-Lax” Tablets, J. A. M. A. 99:654 (Aug. 


20) 1932. 
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The list of preparations presented in the accompanying table was 
compiled on the basis of a rather cursory examination of descriptions 
given by the companies and of examination of the containers when 
these were available. 


Preparations Containing Phenolphthalein 








Name of Preparation* Formt Distributor 


Acet-aspirin compound T Drug Products Company 
Agarol L Warner 
Ago-cholan Yi Bilhuber 
‘¥ Parke-Davis 
T Drug Products Company 
T Mallard 
T Abbott 
T Pitman-Moore 
Y McKesson-Robbins 
Aloin, cascarin compound T Massengill 
Aphecopil [aloin and phenolphthalein compound].... 4 American Pharmaceutical Company 


A. 8. A laxative [contains aspirin (acetylsalicylic 
Massengill 


Massengill 
Towne-J ames 
Lederle 
Boericke-Runyon 
Fairchild 
Fairchild 
MeNeil 
Mallard 
MeNeil 

Boals Rolls 
Massengill 


Bile salts compound 
Bile salts holadin and phenolphthalein 
Bile salts, sodium succinate and phenolphthalein.... 


Calomel [mild mereurous chloride] and phenol- 
phthalein [a common combination] 


Caroid and bile salts American Ferment Company 


Searle 

Sterling Products Company 
Wyeth 

Davies-Rose 

Merrell 

Webster 

Carroll Dunham Smith 
Stearns 

Stoddard 

Upjohn 

Merrell 

Searle 

Spicer 

Flint-Easton 

Schieffelin 

Crookes 

Massengill 

Schieffelin 

Massengill 

Ex-Lax, Inc. 

Health Products 
Sharp-Dohme 

Westerfield 

Drug Preducts Company 
Sharp-Dohme 
Boericke-Tafel 

Jayne and Son 

Fougera 

Patch 

Van Dyke Chemical Company 
Massengill 

Schaefer-Phelps 

Chicago Pharmacal Company 
Searle 

Columbus Pharmacal Company 
Pitman-Moore 


Cascarets, chocolate 
Cascatone 

Casophen 

Castaloids 

Cathartones 

Children’s laxative candies 


Cholaphen 
Cholatol compound 


Coco-lax wafers 

Colalin with phenolphthalein 
Collosol kaolin with phenolphthalein 
Dioseorea compound 


Edema-aid, improved 


Feenamint gum 

Fenolets...... 

Gall-ogogue 

Hepatophen wafers 

Rea cnhs cui pdethaces cute 0asdsicewesieve 


Jayne’s laxative pills 

Kaylene-ol with phenolphthalein 

Kondremul with phenolphthalein 

Raa sns'0s cab i nadees tienes ceass hcmxaice dae Kt 
Laxative syrup 

Laxocon with phenolphthalein 

Laxative pastilles 


DAs 5 ocdtct ce cackesnunee aes ichaneedvenn naked 
Lax-thalein wafers Standard Chemical Company 


Liquid petrolatum with agar and phenolphthalein.. Squibb 
Liver tonic and laxative Boericke-T a fel 


BOS ERAR OR oO BORA CSROHHONBHH EAH BAARASARAS ES 





* Material inserted in brackets is not part of the brand name but merely explanatory. 
+ C indicates that the preparation is in the form of capsules, G designates gum (chewing 
confection); L, liquids and emulsions; S, solids or salts; T, tablets, capsules, wafers, lozenges. 





Preparations Containing Phenolphthalein—Continued 








Name of Preparation Form Distributor 


Macarbo with phenolphthalein [magnesium carbo- 

nate compound with 2 enamel MeNeil 
Manganese-ferronas compound... ee 4 Drug Products Company 
Mercolax wafers Merrell 
Mineral oil [liquid petrolatum] with phenolphthal- 

ein (colloidal emulsoid no. 9) Drug Products Company 
Neo-probilin Shering-Glatz 
Nuchol Maltbie 
OVER cs vn 000 6aa bed andes Coben aheek ead teeareas ae Wyeth 
Oxtletihis oocssecdveauandseabue teceks chad ae * Pitman-Moore 
Oxiphen ake Pitman-Moore 


Petrolagar with phenolphthalein Petrolagar Laboratories 
Para-psyllium with phenolphthalein F Abbott 
Irwin-Neisler 

Phenacetin compound Massengill 
Phenobilin Norwich 
Phonic abs vecrsw an scccuniuicksuct vencsices Keysall Chemical Company 
Phenolphthalein compound [a common combina- 

tion] 
Pheno-sagra MeNeil 
Phenolphthalein-agar S Reinschild 
Phenotab wafers American Pharmaceutical Company 
Phenpodoco Drug Products Company 
Pherae: s cs coves cows cath ieacdOikiy tow edacatyietesd Upjohn 
Phenotone i Rorer 
Pthalox Sutliff-Case 
Regulax ; American Chewing Products 
Rexall QUGREOE: i nvacsscadcek bass ceo ebeeiaereisess United Drug Company 
Rythmin Carnrick 
Santonin, calomel [mild mercurous chloride] and 

phenolphthalein Massengill 
Sodium oleate compound Pitman-Moore 
Sodium phosphate compound Drug Products Company 
Sodium and menthol compound Drug Products Company 
Taurocol 3 Plessner 
Taurophen P Drug Products Company 
TORO, <éstcsccdakcietinces ddgiisbeedclawsrvcecerans . Kretschmar First Texas Chemical 

Manufacturing Company 

Thaleocolate 7 Tailby-Nason 
Thalettes Mulford 
Thalosen Abbott 
TTIGIRS Wick cd cu dae saawes tks Vn vs ta beean eds P Mallard 


Veracolate , T Marcy 
Zilatone Drew 





Examination of the list shows that perhaps: one third of the names 
indicate a content of phenolphthalein. Others state definitely in the 
name that the preparation contains phenolphthalein. In many names 
the fact that phenolphthalein enters into the composition is hidden in 
the term “compound,” and we suspect that some practitioners dis- 
pensing such compounds do so without knowing that the preparations 
contain phenolphthalein. This furnishes a rather easy explanation of 
the fact that fairly frequently one finds a phenolphthalein eruption 
when the patient insists (and often honestly) that he has taken nothing 
except the medicine given him by his physician. 

We present the list, not with a feeling that it is complete, but to 
serve as a starting point, and we hope to make the profession more 
phenolphthalein conscious. Many of the preparations listed probably 
are used in certain localities, and in other communities many will be 
found of which we never heard. The list given here probably merely 
scratches the surface, but it points out that mere questioning regarding 
the better known preparations is by no means sufficient. 








NECROBIOSIS LIPOIDICA DIABETICORUM (URBACH) 


COMPARISON WITH GRANULOMA ANNULARE 


JOSEPH C. BERNSTEIN, M.D. 
BALTIMORE 


Necrobiosis lipoidica diabeticorum (Urbach) is a curious fatty infil- 
tration of the skin occurring only in persons with diabetes mellitus. 
The first case was described by Oppenheim? in 1928. His patient had 
lesions on the ventral and dorsal aspects of the lower extremities, on 
the upper extremities and on the trunk, buttocks, palms, soles and face. 
Earlier in the course of the disease the primary lesions were papules; 
later these became nodular plaques. The name “dermatitis atrophicans 
lipoides diabetica” was applied to this entity. Urbach? later described 
a similar condition ; his patient showed lesions on the lower extremities 
which progressed from papules to nodules. He studied the role of 
lipids in various cutaneous conditions but did not arrive at a definite 
conclusion as to the amount of sterol or lipid present in cases of this 
disease.* Additional cases were reported by Galewsky,* Gottron,® Balbi,° 
Zeisler and Caro* and Michelson and Laymon.* In the case studied by 


Balbi the condition was atypical in that there were numerous ulcerations. 


From the Department of Dermatology, University of Maryland School of 
Medicine. 

1. Oppenheim, M.: Eigentiimliche disseminierte Degeneration des Binde- 
gewebes der Haut bei einem Diabetiker, Zentralbl. f. Haut- u. Geschlechtskr. 
32:179, 1929; Ueber eine bisher nicht beschriebene, mit eigentiimlicher lipoider 
Degeneration der Elastica und des Bindegewebes einhergehende chronische Der- 
matose bei Diabetes mellitus (Dermatitis atrophicans lipoides diabetica), Arch. 
f. Dermat. u. Syph. 166:576, 1932. 

2. Urbach, E.: Eine neue diabetische Stoffwechseldermatose: Nekrobiosis 
lipoidica diabeticorum, Arch. f. Dermat. u. Syph. 166:273, 1932. 

3. Urbach, E.: Lipoidstoffwechselerkrankung, in Jadassohn, J.: Handbuch 
der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1932, vol. 12, p. 352. 

4. Galewsky, E.: Nekrobiosis lipoidica diabeticorum (Urbach), Zentralbl. 
f. Haut- u. Geschlechtskr. 43:252 (Jan.) 1933. 

5. Gottron, H.: Dermatitis atrophicans lipoides diabetica, Zentralbl. f. Haut- 
u. Geschlechtskr. 43:47 (March) 1933. 

6. Balbi, E.: Ricerche intorno alla patogenesi della necrobiosis lipoidica 
diabeticorum Urbach-Oppenheim, Gior. ital. di dermat. e sif. 74:14 (Feb.) 1933. 

7. Zeisler, E. P., and Caro, M. R.: Necrobiosis Lipoidica Diabeticorum, Arch. 
Dermat. & Syph. 29:167 (Jan.) 1934; 30:796 (Dec.) 1934. 

8. Michelson, H. E., and Laymon, C. W.: Necrobiosis Lipoidica Diabeticorum 
(Urbach), J. A. M. A. 103:163 (July 21) 1934. 
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REPORT OF A CASE 


R. R., a girl aged 19, had had diabetes mellitus since she was 11 years old. 
One year before the diagnosis was made she noticed a lesion on her right ankle. 
About four years later smaller similarly colored lesions appeared on the left 
ankle. Despite rigid dietary regulations and insulin therapy the patient had to be 
hospitalized repeatedly owing to the severity of the disease. Nevertheless her 
srowth and development had been normal. 

The general physical examination gave negative results. The systolic blood 
pressure was 112, and the diastolic pressure was 80. 

The urine showed a specific gravity averaging 1.022, an acid reaction and no 
albumin; the Benedict qualitative reaction for dextrose had ranged from normal 
to formation of a heavy brick-red precipitate indicative of pronounced glycosuria; 
acetone had been absent except when acidosis had been noted. The blood picture 
was normal, The chemical examination of the blood showed 288 mg. of dextrose 











Fig. 1—A lesion which had been present for nine years. 


and 312 mg. of cholesterol per hundred cubic centimeters of plasma. The carbon 
dioxide-combining power of the blood ranged from 37 to 60 volumes per cent. 

The results of a test of hepatic function were as follows: In fifteen minutes 
4 per cent of the dye was retained and in thirty and sixty minutes, respectively, 
none, 

Roentgenologic examination of the chest showed that the heart and lungs 
were normal. There was no evidence of arteriosclerosis in the peripheral arteries 
of the hands and feet. The basal metabolic rate was +7 per cent. The Wasser- 
mann reaction was negative. 


Dermatologic Examination—On the right ankle there was the lesion which 
had been present for nine years. It was a round atrophic plaque measuring about 
30 mm. in diameter, which was smooth, sharply marginated, firm and cov- 
ered with a scanty dry adherent scale. The entire plaque had a peculiar 
yellow color with minute telangiectatic vessels coursing through the top. This 
golden yellow color was more pronounced when pressure was applied to the 
lesion. At the level of the ankle on the left lower extremity there were ten 
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discrete oval red papules, each measuring about 5 mm. in diameter, which had 
been present for four years. The surface showed faintly perceptible scales. 
The lesions were firm and did not disappear on pressure but became pale yellow 
and showed reddish capillary markings. The surrounding tissue was normal. 

A biopsy specimen was taken from the single plaque and fixed in diluted 
solution of formaldehyde U. S. P. (1:10). Half the tissue was used for routine 
study, and the remainder was employed for frozen sections. 

Microscopic Examination—The epidermis was normal except for ‘slight 
hyperkeratosis. In the cutis there were numerous widely dilated capillaries. In the 
papillary layer there were several scattered areas of perivascular cellular infiltration. 
Throughout the cutis there were single scattered cells and chains of cells of a 
fibroblastic character which had pushed aside the collagen fibers and lay between 
them. Deeper in the cutis the cellular infiltrate was more profuse and occurred 














Fig. 2—Photomicrograph of a section stained with sudan III, showing the 
characteristic lipoid droplets. 


in larger masses. Eccentrically placed were undilated capillaries, the walls of 
which were normal. 

The predominating cells were small lymphocytes, while there were numerous 
fibroblasts throughout the cutis. In the subpapillary layers there was an equal 
proportion of lymphocytes and fibroblasts. The deeper nests were totally lympho- 
cytic. The collagen bundles were edematous but normally arranged except where 
the strings of cells and nests had pushed them aside. Midway in the cutis the 
collagen fibers were pale staining, even tending toward basophilia; they were 
finely fragmented yet homogeneous and showed a paucity of nuclei. These areas 
were the necrobiotic foci. 

Frozen sections were stained with sudan III and counterstained with hema- 
toxylin. There were large round areas of reddish coloration in the deeper nests 
of cells. Between the collagen bundles there were long chains ‘of fine reddish 
brown droplets. In several areas, the sudanophilic necrobiotic areas, these drop- 
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lets were so profuse as to give a rust appearance. The sudanophilic substance 
was entirely between the cells and was in no instance observed within them. 

In comparing the sections stained with sudan III and those stained by routine 
methods it was impossible to discern accurately the necrobiotic foci in the latter. 
In several places the necrobiotic foci and the lipid droplets were in identical 
position, while in the greater majority the lipid droplets appeared throughout 
the cutis, particularly in the deeper layers, between the collagen bundles or even 


superimposed on them. 


COMPARISON WITH GRANULOMA ANNULARE ® 


The resemblance of this disease to granuloma annulare was striking 
both clinically and microscopically. The question was raised whether 





Fig. 3.—Photomicrograph of a necrobiotic focus, showing the similarity to 
lesions of granuloma annulare with necrosis and palisade formation. 


the condition was not a granuloma annulare occurring in a diabetic 
person, subsequent imbibition of lipoids taking place in the necrotic 
area. Consequently several biopsies were performed in four cases of 
granuloma annulare, in three of which the patients were nondiabetic 
and in one of which the patient had diabetes. The diabetic patient had 
had diabetes for eight years; a restricted diet had been followed, but 
there had been no indication for insulin therapy. This patient had had 
the cutaneous lesions for eight months. While in each instance clinical 
observation and routine histologic examination showed granuloma annu- 


9. The cases of granuloma annulare were studied at the dermatologic clinic of 
the Johns Hopkins Hospital and are used by permission of Dr. L. W. Ketron. 
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lare, none of the sections stained with sudan III showed the sudanophilic 
droplets between the collagen fibers which would have been pathogno- 
monic of necrobiosis lipoidica diabeticorum. 


SUMMARY 


A case of necrobiosis lipoidica diabeticorum was studied clinically 
and histologically in relation to granuloma annulare. Granuloma annu- 
lare did not have any microchemical relationship to necrobiosis lipoidica 
diabeticorum, although the histologic features were common to both. 


1307 North Calvert Street. 





SIGNIFICANCE OF PIGMENTS IN NUTRITION 
AND METABOLISM 


JACOB E. KLEIN, M.D. 


NORMAL, ILL, 


It is gradually becoming more apparent that pigments are of vital 
significance in the biochemical and physiologic processes of the body. 
Normally pigments occur in the skin, hair, blood, retina, iris, adrenal 
glands, corpus luteum and deposits of fat. The recent demonstrations 
that carotene is provitamin A and that lactoflavine is vitamin B, are a 
slight indication of the advance of biochemical research in this field. 
The effective use of hematoporphyrin as a treatment for melancholia 
is a new therapeutic application of a blood pigment. In human fat 
there are usually four pigments: carotene, lycopene, xanthophyll and 
capsanthine. One can see, then, that pigments are stored in the body, 
and that they are already assuming important functions in therapeutics. 
The wide distribution of pigments in plants and animals should serve 
as an indication of their great biochemical and biologic significance. 

From a biochemical standpoint Binet? has classed pigments as 
follows: (1) pigmented hydrocarbons (carotene, xanthophyll); (2) 
oxylipoids (lipochromes or chromolipoids); (3) pyrroles (indole, 
indoxylic substances of the urine); (4) tetrapyrroles (porphyrins, 
hematin, chlorophyll, bilirubin, urobilin); (5) proteins with a metal 
(hemoglobin) ; (6) cytochromes; (7) pigments from decomposition of 
proteins (uranidine, urochrome), and (&) puric pigments (xanthines, 
zeoxanthine ). 

According to their place of origin, pigments may be considered as 
exogenous or endogenous. The exogenous terpenes, owing to their 
hydrocarbon nature, display a marked affinity for fats. Among these 
terpenes are the carotenoids, aurantin (the red pigment of oranges), 
carotene, lycopene (the pigment of tomatoes), xanthophyll and zeo- 
xanthine. Carotenoids are stored in the adrenal cortex, the spleen, 
the hepatic cells, the ovaries, the interstitial cells of the testes and the 
deposits of fat, and hence they must be of some physiologic use in 
these structures. Of all the fats in the body, myelin alone seems to be 


From the Soldiers’ and Sailors’ Children’s School. 


1. Roger, G. H., and Binet, L.: Traité de physiologie normale et pathologique, 
Paris, Masson & Cie, 1933, vol. 1, p. 49. 
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completely free from pigments. The ovary, on the contrary, stores 
3 mg. per kilogram of crystalline carotene, and the adrenals store three 
times as much as the ovary. 

From a chemical standpoint the pyrrole nucleus serves an important 
function in the formation of pigments. Indole, which forms part of 
the tryptophan molecule, is the nucleus of indigo. The tetrapyrrole 
compounds, such as hematin, the porphyrins and cytochrome, are of 
great physiologic significance. In the plant world chlorophyll is the 
most important tetrapyrrole compound. In animals it is hematin, which, 
combined with globin (a protein), forms the life-sustaining respiratory 
pigment, hemoglobin. Although the protein constitutes about 94 per 
cent of the hemoglobin molecule, its characteristic pigmentation and 
oxygen-carrying properties are in the hematin portion of the compound. 
Likewise, the bile pigments are formed from the hematin portion of 
hemoglobin when the latter is catabolized. In chlorophyll the active 
metal is magnesium; in hemoglobin it is iron. In animal metabolism 
the tetrapyrrole group of chlorophyll is used for the manufacture of 
hematin, and the pyrrole group may also be obtained from the amino- 
acid tryptophan. 

The true respiratory pigments of intracellular metabolism are the 
porphyrins and the cytochromes. It is highly probable that they are 
concerned with the processes of oxidation which are carried on under 
the influence of ultraviolet rays. The latter possibility may be the 
mode of action of hematoporphyrin, which is being used so effectively 
at present in the treatment of melancholia. Also the bright mental 
reaction and feeling of euphoria after moderate exposure to sunlight 
or to ultraviolet rays may be ascribed to the probable influence of this 
pigment on intracellular oxidation. 

The catabolism of proteins in the course of intracellular activities 
may give rise to pigments. For example, the yellow pigment of 
mammalian urine is due to uranidine and urochrome. The latter is a 
nitrogenous substance with an aromatic nucleus; it has no iron and 
gives a xanthoprotein reaction. 

The normal pigmentation of the skin depends on the granules 
of melanin in the basal layer of the epidermis. Certain disorders of 
pigmentation may be caused by an excess or deficiency of melanin. 
Chemically the melanins are substances of a nitrogenous nature; usually 
they contain iron, phosphorus and sulfur. They are considered to be 
the only endogenous pigments of vertebrates. They occur in the mesen- 
chymatous cells of the choroid, iris, skin and retina. The amount of 
melanin in the skin varies in different races. The intensity of cutaneous 
pigmentation is influenced by age, sex, physical condition and exposure 
to light. Pathologic melanism is seen in freckles, in melanotic tumors 
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and in the skin of patients with Addison’s disease. Deficient formation 
of melanin is observed in albinism and leukoderma. One of the func- 
tions of this pigment is to protect the body against excessive amounts 
of light rays. According to Wells,? several different melanins may be 
formed from amino-acids (such as tyrosine, phenylalanine and trypto- 
phan) by condensation, dehydration and oxidation. Nevertheless, the 
precise mode of origin of melanin is still a controversial matter. It is 
thought that the dark pigment is formed by the action of a tissue fer- 
ment on tyrosine and chemically related substances. It is of interest 
to note that epinephrine is chemically related to tyrosine and may form 
dark pigments when acted on by ferments of this class. The injection 
of pyrrole into animals has caused melanuria similar to that occurring 
in melanosarcoma. It is claimed by some investigators that the melanins 
are simple cyclic compounds of the pyrrole nucleus. 

The relation of the melanins to malignant disease is another ques- 
tion of great practical significance. The melanotic tumors are among 
the most rapidly growing and malignant of neoplasms. Whether the 
pigment content has a direct relation to the degree of malignancy is a 
question worth considering. In all probability it is not the pigment 
itself which affects the degree of malignancy, but rather the peculiar 
conditions of the cellular ferments and oxidases which cause the for- 
mation of pigment in the first place. It is conceivable that an abnor- 
mally acting oxidase or cellular ferment may act on the nuclei and 
activate them to abnormal growth reactions. 


LIPOCHROMES 


The lipochrome pigments are just beginning to be pruperly analyzed 
and systematically studied by biochemists and clinicians. They have a 
wide distribution in nature. In the human body they occur in the liver, 
the corpus luteum, the deposits of fat, the colostrum and the adrenal 
glands. They also occur in the yolks of eggs and in the liver of the 
human fetus. Pathologically they may be present in the skin of patients 
with carotenemia or in xanthosis and in the nerve cells as a result 
of senile degenerative changes. The lipochromes are usually yellow or 
orange-red and are related to the yellow vegetable pigments. Lutein, 
the yellow pigment of egg yolk, is isomeric with xanthophyll. The 
yellow pigment of butter fat consists of carotene and xanthophyll. 
The lipochromes are dissolved in the fats. Under pathologic conditions 
lipochrome may develop in the liver, particularly in the endothelial 
cells of the intralobular capillaries, in diabetes, eclampsia, sepsis and 
pertussis. The pigmentation of brown atrophy consists of high molecular 


2. Wells, H. G.: Chemical Pathology, ed. 5, Philadelphia, W. B. Saunders 
Company, 1925, p. 526. 
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fatty acids in the form of droplets or granules. These lipofuscins are 
insoluble in acids and alkalis. Lipofuscin may be found in the liver, 
kidneys, adrenals (zona reticularis), seminal vesicles, cardiac muscle, 
ganglion cells, thyroid, hypophysis, neurohypophysis, parathyroids, epen- 
dymal cells, salivary glands, pancreas and old cartilage. 

It is thought that the lipochromes act as catalytic agents of intra- 
cellular metabolism. The water-soluble flavines (lyochromes) recently 
identified as part of the vitamin B, complex are of extraordinary 
importance for normal growth and intracellular metabolism. Presum- 
ably the lipochromes (such as carotene) and the lyochromes (the 
flavines such as lactoflavine, ovoflavine, hepatoflavine, renoflavine and 
maltoflavine) are important for intracellular oxidation. Lactoflavine 
(C,, HaN,O,), recently isolated in pure form as part of the vitamin 
B, complex, activates intracellular combustion and oxidation of carbo- 
hydrates. I suggest that lactoflavine be administered for this reason 
to diabetic patients, for it may be of great aid in the intracellular 
oxidation of sugars. It may add a new drug to therapeutic agents for 
diabetes. 

Green plants are particularly rich in chlorophyll, carotene and xan- 
thophyll. An excess of these in the diet may induce xanthosis, which 
is not uncommon in diabetic patients. This type of pigmentation is 
most pronounced in the nasolabial folds and on the palms. The serum 
of patients suffering from xanthosis is deep yellow. Reduction of the 
high vegetable content in the diet leads to cure of the xanthosis, and 
substitution of white cabbage for green vegetables produces the same 
results. Odats-eating animals have little lutein in the serum, while 
animals eating green fodder have much. However, lipemia is not nec- 
essary for the development of xanthosis. In human beings xanthosis 
may occur without diabetes and without lipemia when the diet is rich 
in green vegetables. The progress of diabetes is, however, uninfluenced 
by xanthosis. Besides diabetes, all conditions which lead to an increase 
in the cholesterol content of the blood cause xanthosis; thus the latter 
condition may occur in hepatic disease, renal conditions, pregnancy (in 
which it takes the form of chloasma gravidarum) and obstipation with 
hyperacidity. 

The effect of ingestion of fats on pigmentation was indicated by 
Lohlein,? who observed an orange red to gold-yellow color of the fatty 
tissues in Kamerun Negroes, due to consumption of palm oil. Nicol * 
has described xanthelasma-like cutaneous changes accompanied with a 


3. Léhlein, M.: Ueber eine eigentiimliche Pigmentierung der inneren Organe 
von Kiistennegern Kameruns, Deutsche med. Wchnschr. 37:305, 1911. 

4. Nicol, K.: Ein Fall von “Xanthelasma” der Haut nach Chininexanthem, 
Beitr. z. path. Anat. u. z. allg. Path. 65:148, 1919. 
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negroid appearance of the skin occurring as a result of intoxication by 
juinine, and accompanied with fever and hemolytic icterus. In this 
connection may be mentioned the pigmentation due to ingestion of 
arsenic and that due to excessive use of silver salts (argyrosis). 

There are other factors which influence pigmentation, but for the 
present purpose they need only brief mention, although they are 
extremely important. Thus the influence of the endocrine glands on 
pigment metabolism may be pointed out. Especially active in this regard 
are the adrenals, the thyroid, the pituitary and the pineal glands. 
Dietel ° has isolated and even biologically standardized the melanophore 
hormone from the pituitary gland. He obtained the hormone in alka- 
line form from desiccated posterior lobes: He found that 0.2 Gm. is 
equivalent to a minnow unit and 0.0003 Gm. to a frog unit. Recent 
observations indicate that administration of vitamin C (cevitamic acid) 
has a marked ameliorating influence on the pigmentation occurring in 
Addison’s disease. 

PORPHYRINS 


The porphyrins have the outstanding characteristic of being photo- 
dynamic; that is, they sensitize the subject to light. It is also thought 
that the porphyrins may be formed as intermediate products of hemo- 
globin metabolism and that they may play a part in intracellular respi- 
ration. They do sensitize the body to light and indirectly influence the 
functions of the vegetative nervous system. 

All rays of light of wavelengths between 160 and 2,000 millimicrons 
act on protoplasm. The ultraviolet rays are absorbed by all unpig- 
mented areas. The most intense cutaneous pigmentation occurs after 
irradiation with rays of a wavelength between 297 and 307 milli- 
microns. According to Rollier, the pigment granules in the skin trans- 
form the short waves into long waves. At times, for therapeutic reasons 
it may be desirable to sensitize the body to rays of light under con- 
trolled conditions. A recent example of great therapeutic importance 
and physiologic interest is the use of hematoporphyrin in the treatment 
of melancholia.® 

Hematoporphyrin is formed by the removal of iron from the blood 
pigment hematin. It is insoluble in water and soluble in alcohol, alkalis 
and acids. It is isomeric with bilirubin, with which it is associated 
in the cells of the liver. It is a normal product of the reduction of 
hemoglobin in the body. Pathologically it may appear in the urine in 


5. Dietel, F. G.: Untersuchungen tiber das Melanophorenhormon: Isolierung 
von Melanophorenhormon, Klin. Wchnschr. 13:796 (June 2) 1934. 

6. Hiihnerfeld, J.: Die Eignung des Hamatoporphyrins als Therapeutikum 
bei der Depression, Med. Welt 34:1537 (Oct. 26) 1929; Die Behandlung der 
Melancholie und endogenen Depression mit Hamatoporphyrin, Psychiat.-neurol. 
Wchnschr, 37:181 (April 20) 1935. 
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Addison’s disease, paroxysmal hemoglobinuria, cirrhosis of the liver, 
exophthalmic goiter or lobar pneumonia and after the prolonged use 
of sulfonmethane, sulfonethylmethane (trional) or diethylsulfondiethy]- 
methane (tetronal). 

The recent encouraging reports on the treatment of melancholia 
with hematoporphyrin indicate that intermediate products of metabo- 
lism may also serve the bodily functions. This concept opens up an 
entirely new field of possibilities in physiology and biochemistry. Recent 
researches of Boyd * indicate that consumption of oxygen by the living 
cells is increased in the presence of pigment sensitizers. Lange main- 
tained that in melancholia the tissues suffer from oxygen hunger. 
Hematoporphyrin stimulates hematopoiesis, activates the vegetative 
nervous system and apparently stimulates processes of oxidation. The 
therapeutic administration of hematoporphyrin orally or intramuscu- 
larly to melancholic patients has increased the available energy, with 
definite benefits to the body and mind. Vinchon ® expressed the belief 
that only those psychic and nervous disturbances which directly depend 
on vagotonic fluctuations can be improved or cured by hematoporphyrin 
and that the drug is particularly useful in the management of neuro- 
vegetative disturbances. The therapeutic use of this intermediate prod- 
uct of hemoglobin metabolism offers new hope to patients suffering 
from melancholia and will have still greater therapeutic possibilities 
when its mode of action has been determined more precisely. 

A discussion of pigments cannot be complete without including the 
important subject of lipoids. The foregoing description of the lipo- 
chromes gave a slight indication of the relation of the fatty substances 
to the pigments. Chromolipoids occur in the nerve tissue and adrenal 
cortex and in the testes and ovaries. 

The results of modern studies on vitamins indicate that the sterols 
are important basic substances for the preparation of hormones and 
vitamins and are of extraordinary importance physiologically. In this 
connection the relation of hypercholesteremia to xanthomatosis may be 
recalled. Also it is thought that the lipochromes have a cholesterol-like 
chemical structure. 

SUMMARY 


An attempt has been made to call attention to the vital significance 
of pigments in nutrition and metabolism. Recent researches in the bio- 
chemistry of vitamins and pigments (carotene, lactoflavine) are opening 
up new fields of investigation and offering undreamed of possibilities 


7. Boyd, M. J.: Hematoporphyrin: An Artificial Proteolytic Enzyme, J. 
Biol. Chem. 103:249, 1933. 

8. Vinchon, J.: Les indications thérapeutiques de I’hématoporphyrine, Monde 
méd., Paris 44:997 (Nov. 15) 1934. 
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i better understanding of the intracellular metabolism. These advances 
iso place new drugs in the therapeutic armamentarium. 

In conclusion, it may be said that pigments are of vital importance 
ind that knowledge regarding them is keeping pace with continued 
progress in the basic biologic sciences. Pigments are important for 
respiratory functions; they are fixators of energy; they have a pro- 
tective function ; they are important in nutrition (vitamins) ; they are 
important in metabolism of hemoglobin and bile salts, and, as more 
recent knowledge shows, one of them (hematoporphyrin ) may serve to 
maintain the tone of the neurovegetative system and even to stabilize 
the emotions. 


Illinois Soldiers’ and Sailors’ Children’s School. 





SMALLPOX VACCINE IN THE TREATMENT OF 
RECURRENT HERPES SIMPLEX 


PAUL D. FOSTER, M.D. 
LOS ANGELES 
AND 
A. BROOKS ABSHIER, M.D. 
NEW YORK 


Vaccination with smallpox vaccine has been used for reccurrent 
herpes simplex in Europe for several years, but the treatment has had 
little publicity in America. When patients with recurrent herpes simplex 
are vaccinated with ordinary smallpox vaccine, the attack is shortened, 
and definite immunization to further attacks follows. Observations on 
thirty-five patients are presented in this paper; five had recurrences. 

The effect of smallpox vaccination was first called to our attention 
in 1926, during an epidemic of smallpox in Los Angeles, when one of 
us (P.D.F.) had had attacks of herpes labialis so frequently that a 
white scar still remains. During the epidemic he was vaccinated 
approximately six times, and since that time no further attacks have 
occurred. 

In the past ten years considerable scientific work has been done with 
filtrable viruses. The nature and physiologic properties of viruses are 
peculiar, and all visible criteria are new and disputed. Because of the 
necessity for living biologic mediums and the lack of experimental 
animals, the available information has been gathered for the most part 
by clinical study. At first filtrability through a number 5 Berkefeld 
filter was considered the one essential characteristic of a virus. This 
was soon found to be inadequate, as many visible organisms such as 
protozoa, spirochetes and some bacteria were filtrable under certain con- 
ditions. Brain’? expressed the belief that when a culturally sterile, 
bacteria-free filtrate (as determined by dark field examination) of an 
extract from a suspected lesion produces lesions in a susceptible host, 
the evidence that a virus is present is strong. Rivers * has shown that the 
absorption of the virus by aggregates of protein or by cell detritus, 


Read at the Sixty-Fifth Annual Session of the Dermatology and Syphilology 
Section of the California Medical Association, Coronado, Calif., May 25, 1936. 


1. Brain, R. T.: Viruses and Skin Diseases, Brit. M. J. 2:191-194 (July 29) 


1933. 
2. Rivers, T. M.: Filterable Viruses, Baltimore, Williams & Wilkins Com- 


pany, 1928. 
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the electrical charge of the virus or detritus, the amount of protein or 
other substances in the emulsion of the virus, the temperature at which 
filtration is conducted, the amount of negative and of positive pressure 
employed, the duration of filtration and other factors must be regulated 
carefully in order to obtain the virus even when it is present. Filtrability 
does not necessarily differentiate viruses from enzymes and toxins. 

Aldershoff and Broers * and Rivers, Haagen and Muckenfuss * have 
proved that the substance from herpetic lesions and cowpox vaccine 
is capable of producing intracellular changes characteristic of variola 
and herpetic infections in cultures from tissues. They infected the 
cornea of a rabbit with the virus, then removed the cornea and incubated 
it in physiologic solution of sodium chloride at 37 C. The characteristic 
Guarnieri bodies and acidophilic nuclear inclusions were constantly 
present. 

Griiter ° was the first to advance the theory that corneal herpes 
simplex may be caused by a living organism. He inoculated the cornea 
of a rabbit and was able to produce a typical ulcerous keratitis. This 
work was checked later by Kraupa* and found to be accurate. Lowen- 
stein’ was able to demonstrate that recurrent herpes simplex on the 
glabrous skin or mucous membrane and symptomatic herpes so fre- 
quently associated with pneumonia and types of tuberculosis or cerebro- 
spinal meningitis also produced the same typical corneal keratitis. 
That this virus of herpes simplex has neurotropic properties cannot be 
denied. Doerr and Vochting* found that in rabbits inoculated with 
the virus of herpes simplex encephalitis frequently developed. 

Gay and Holden ® stated that there is no doubt that herpes simplex 
is caused by a virus, and they expressed the belief that there is a direct 
relationship between encephalitis and herpes simplex. There have been 


3. Aldershoff, H., and Broers, C. M.: Contribution 4 l'étude des corps intra- 
épithéliaux de Guarnieri, Ann. Inst. Pasteur 20:779-784, 1906. 

4. Rivers, T. M.; Haagen, E., and Muckenfuss, R. S.: Development in Tissue 
Cultures of the Intracellular Changes Characteristic of Vaccinal and Herpetic 
Infections, J. Exper. Med. 50:665-672 (Nov.) 1929. 

5. Griiter, W.: Weitere Untersuchungen iiber die Vaccineimmunitat des 
Auges, Ber, ii. d. Versamml. d. ophth. Gesellsch. 37:269-275, 1912. 

6. Kraupa, E.: Zu Griiters atiologischen Untersuchungen tiber den fieberhaften 
Herpes, Miinchen. med. Wchnschr. 6:769, 1919. 

7. Lowenstein, A.: Aetiologische Untersuchungen iiber den _ fieberhaften 
Herpes, Miinchen. med. Wchnschr. 66:769, 1919. 


8. Doerr, R., and Voéchting, K.: Etudes sur le virus de l’herpés fébrile, Rev. 


gen. d’opht. 34:409-421 (Oct.) 1920. 
9. Gay, F. P., and Holden, M.: Loss of Viricidal Property in Serums from 


Patients with Herpes and Encephalitis, J. A. M. A. 96:2028-2029 (June 13) 
1931. 
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cases of encephalitis following vaccination, especially before vaccines 
were standardized, when patients were vaccinated directly with the crusts 
of patients suffering from smallpox. 

The foreign literature is replete with references to the nature and 
properties of the herpes virus and to immunologic studies concerning it, 
but unfortunately few authors have differentiated herpes zoster from 
herpes simplex. Therefore the reports of results of auto-inoculation 
and cowpox vaccination are confusing. 

We shall mention herpes zoster but briefly and limit our remarks 
to its relation to varicella (chickenpox). It has long been known from 
clinical observation that herpes zoster occurring in an adult predisposes 
one or more younger members of the family to varicella (chickenpox), 
and the converse is also true: Varicella (chickenpox) in a child pre- 
disposes adults to herpes zoster. After recovering from experimental 
herpes zoster one becomes immune to the fluid contents of the varicella 
vesicle. This is also true in all cases of herpes zoster. Lipschtitz and 
Kundratitz,?° Sieg] 7* and Bruusgaard ** produced clinical and histologic 
manifestations of chickenpox by the inoculation of zoster in children. 


It was found by Netter and Urbain,** who used convalescent serum 
for their specific antibodies and the crusts of herpes zoster and chicken- 
pox as antigens, that the complement fixation reaction was similarly 
positive for both, and they concluded that the two diseases were caused 


by the same virus, each giving specific immunity to the other. 


Recurrent herpes simplex and herpes zoster have different clinical 
morphologic pictures. There is no relation between them. Herpes 
simplex predisposes to future attacks, while herpes zoster immunizes 
against further attacks. Herpes zoster is not transferable to animals; 
recurrent herpes simplex has a suitable biologic medium in the rabbit. 
Fluid passed through a no. 5 Berkefeld filter is infective to rabbits 
and can be passed in series. In some experiments over one hundred 
passages through rabbits have been effected. The virus is ubiquitous 
and is harbored by many human carriers. About 50 or 75 per cent of 
normal persons are carriers; therefore, it seems only logical to believe 
that the two diseases are caused by different viruses. This was proved 


10. Lipschiitz, B., and Kundratitz, K.: Ueber die Aetiologie des zoster und 
iiber seine Beziehungen zu Varizellen, Wien. klin. Wchnschr. 39:499-503 (May 7) 
1925. 

11. Sieg], J.: Zum A4tiologischen Zusammenhang von Herpes zoster und 
Varizellen, Miinchen. med. Wchnschr. 74:189 (Feb. 4) 1927. 

12. Bruusgaard, E.: Mutual Relation Between Zoster and Varicella, Brit. J. 
Dermat. 44:1-24 (Jan.) 1932. 

13. Netter, A., and Urbain, A.: Le virus varicello-zonateux, Ann. Inst. 
Pasteur 46:17-26 (Jan.) 1931. 
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3edson and Bland,’* who have shown by the complement fixation 
test that the two diseases are distinct entities. This would invalidate 
much of the work done with these viruses in instances in which no 
sharp differentiation has been made. Complement_fixation is a reliable 
indication of the presence of herpetic antibodies. This work has proved 
definitely that human beings have antibodies specific to herpes simplex. 

Levaditi, Harvier and Nicolau*® and Bastai and Busacca*® have 
been able to demonstrate the presence of the virus in both the conjunc- 
tival sac and the saliva of patients with active lesions. Hruszek ** observed 
that the virus of herpes simplex practically disappears from the saliva 
between attacks and recurs strongly during each attack. He was unable 
to demonstrate the whereabouts of the virus in the intervals during 
which the patient was free from symptoms. The recurrence of the 
herpetic eruption signifies latency of the virus in the intereruptive 
period. It has been demonstrated by Rivers * that active immunity to 
herpes can be produced in animals by injecting sublethal doses of the 
virus. These animals become immune to many lethal doses of herpetic 
virus and remain refractory for many months. Rivers also demon- 
strated in the serums of these animals specific immune bodies which 
neutralize the herpes virus. Apparently the antibodies appear in the 
blood at the time the animal is fully protected, their number increasing 
in direct ratio to the degree of immunity. 

Hruszek ** found that when normal serum and lymph were added 


to the active virus only reactions of dilution occurred in intervals up 
to eight hours, but that in periods up to twenty-four hours the typical 
reactions decreased rapidly. It may well be that the herpes virus is 
transported by the blood or lymph. It has been proved that the virulence 
or infectiousness of the herpes virus cannot be estimated by experiments 
on rabbits. 


Hruszek *® has shown that the virulence of the herpes virus may be 
determined much more accurately by means of the cutaneous inocu- 


14. Bedson, S. P., and Bland, J. O. W.: Simple Method of Determining Elec- 
trical Charge Carried by Virus Particles, Brit. J. Exper. Path. 10:67-70 (Feb.) 
1929, 

15. Levaditi, C.; Harvier, P., and Nicolau, S.: Etude expérimentale de 
l'encéphalite dite “léthargique,” Ann. Inst. Pasteur 36:63-101 (Jan.) 1922. 

16. Bastai, P., and Busacca, A.: L’infezione erpetica umana. (Herpes.) Sua 
patogenesi, pretesi rapporti colla encefalite epidemica, Schweiz. Arch. f. Neurol. 
u. Psychiat. 15:176-238, 1924; 16:56-85, 1925. 

17. Hruszek, H.: Impfversuche mit Eigenspeichel zum Nachweis des Herpes- 
virus, Dermat. Wchnschr. 96:677-680 (May 20) 1933. 

18. Hruszek, H.: Versuche iiber die Resistenz des Herpesvirus, Dermat. 
Wehnschr. 98:73-78 (Jan. 20) 1934. 

19. Hruszek, J.: Ueber die Virulenz-bzw. Infektiositatsunterschiede verschied- 
ener Herpesstamme, Dermat. Wchnschr. 98:672-682 (June 2) 1934. 
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lability in man and by the evaluation of the clinical course. The herpes 
virus appears not to lose any of its virulence after repeated passage in 
man. 

Gildemeister and Werzberg °° after extensive experimental work 
came to the following conclusions : 


(a) The development of herpetic inféction in vaccinated persons 
does not exclude a partial immunity. 

(b) Smallpox does not always confer a complete immunity against 
smallpox in man or in experimental animals. 

(c) To supplement the previous findings concerning immunity 
between herpes simplex and smallpox it is shown not only that the 
metatarsal bones of guinea-pigs, which are immune to herpes, may be 
immune to smallpox, but that the metatarsal bones immune to smallpox 
may be partially immune to herpes. 

(d) The immunity is specific. Guinea-pigs with complete immunity 
to foot and mouth disease showed no immunity whatever to herpes 
simplex. 

(e) It is shown conclusively, therefore, that herpes and smallpox 
in the metatarsal bones of guinea-pigs confer on each other an immunity 
that is partial, specific and crossed. 


Freund ** later showed the relationship between herpes simplex and 
smallpox by means of cross-immunization. He noted the specific 


immunity for each infection. An increased general resistance to a 
subsequent infection with a highly virulent herpes virus in guinea-pigs 
previously treated with smallpox vaccine was noticed. He reported 
that seven patients who had suffered for years from recurrent genital 
and extragenital herpes experienced no further attacks after vaccination. 

Schmidt ** vaccinated eight patients with autogenous vaccine of 
herpes simplex and reported two-year cures in four. Four patients 
did not return and therefore were assumed to be cured. 

Minami and Ohmichi ** reported ten instances in which recurrent 
herpes was treated with a single inoculation of cowpox, successful 
results being obtained in all instances. 


20. Gildemeister, E., and Herzberg, K.: Weitere Versuche tiber Immunitats- 
beziehungen zwischen Herpes und Pocken, Deutsche med. Wehnschr. 53:138 
(Jan. 21) 1927. 

21. Freund, H.: Die Behandlung des rezidivierenden Herpes mit Kuhpocken- 
lymphe, Deutsche med. Wchnschr. 54:356-357 (March 2) 1928. 

22. Schmidt, F. R.: Vaccination for Herpes, Arch. Dermat. & Syph. 32: 
106 (July) 1935. 

23. Minami, S., and Ohmichi, N.: Klinische Erfahrungen mit Vakzination bei 
Herpes Genitalis, Jap. J. Dermat. & Urol. 30:54-56 (May) 1930. 
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3rain ** stated that Barber had obtained satisfactory results in sev- 
ral cases with repeated inoculations of a smallpox vaccine. 

We report observations on thirty-five patients treated for frequent 
regular, recurrent herpes simplex, by vaccination with variola (small- 
pox) vaccine. Each patient was vaccinated approximately four times 
at intervals of two weeks unless a “take” was noted—in which case 
the reaction was allowed to subside before the treatment was continued. 
\mong this group five “takes” were noted. The majority gave reac- 


Observations on Thirty-Five Patients Treated with Smallpox Vaccine 








Number of Recurrence 
Vaccina- After 
Initials Takes tions Location Vaccination 


4 Lip 0 
Lip 0 
Nose 0 
Lip 0 
Chin 0 
Cheek 0 
Lip 6 months 
Lip 0 
Lip 0 
Cheek 0 
Chin 0 
Roof of the mouth 0 
Entire chin 0 
Cheek e 0 
Nasolabial groove 0 
Lip 0 
Penis 0 
Chin 0 

Lip 0 
Chin 0 
Nose 0 

Lip 14 months 
Lip 

Lip 0 
Lip 0 
Face 0 
Cheek 0 
Lip 0 
Nose 1 year (slight) 
Lip 0 
Hip No effect 
Leg 0 

Lip 0 
Lips 0 
Chin 16 months (slight) 


0 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 
0 
0 
1 
1 
0 
0 
0 
0 
0 
1 
0 
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tions of immunity which subsided after the two week interval. In 
this group no result followed in one patient in whom the herpes 
involved the hip and may have had some other basic etiologic factor 
such as drugs. One patient had a recurrence after six months, three 
others had attacks after one year, fourteen months and sixteen months, 
respectively. In all the cases presented a check was made at the end 
of a two year period. In four there had been slight recurrences and 
in one, no result. This gives a 14 per cent ratio of recurrence. (See 
tabulation.) Treatment was not attempted in patients with concomitant 
diseases, such as pneumonia, known drug eruptions or herpes menstrualis. 


24. Brain, R. T.: Biological Therapy in Virus Diseases, Brit. J. Dermat. 48: 
21-26 (Jan.) 1936, 
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Regular vaccine obtained from the board of health was used in the 
majority of the cases. The multiple pressure method of vaccination 
was employed. A small adhesive bandage was placed over each vaccina- 
tion for twenty-four hours, the gutta-percha or the cellophane strip 
being placed next to the skin. 

The majority of the patients had been vaccinated previously, but 
none had had variola (smallpox). The oldest patient was 60 and 
the youngest 12 years of age. There were twelve males and twenty- 
three females. The site most commonly involved was the lip; other 
sites involved were, in order of frequency, the chin, the cheek and 
the nose. 

The diseases with the ability to give immunity of greatest duration, 
namely, herpes zoster, varicella (chickenpox), variola (smallpox), 
mumps and measles, belong to the virus group. However, this state- 
ment is subject to wide variation, as is shown by herpes simplex. In 
cases of herpes simplex, in which specific antibodies are observed in 
the serum and saliva both during and between attacks, it must be 
assumed that the patients have an immunity just below that required 
to protect them from future recurrences. It is hardly probable that 
herpes simplex, a mild type of transient eruption, could account for 
any high degree of immunity, for the antibodies it causes to be present 
are below the threshold of invasion, whereas in cases of zoster a com- 
plete immunity develops. It is quite possible that only contact with an 
overwhelming amount or with a particularly virulent strain of virus 
would be sufficient to cause an outbreak. 

In correlating the statistics we found that the disease occurs most 
frequently in young adults and that susceptibility rapidly decreases as 
the age increases, which certainly lends some credence or support to the 
idea that patients with recurring lesions eventually immunize themselves, 
after which the condition disappears. It is a well accepted fact that 
bacterial strains may have many different morphologic, clinical and 
cultural characteristics and yet belong to the same general group. This 
is well illustrated by the colon, typhoid and paratyphoid group. It seems 
just as logical to us that the virus of herpes simplex is closely related 
to the variola virus, since it has many of its characteristics and yet 
produces a slightly different clinical picture. This would explain the 
crossed immunity between the two. We do not hold to the theory of 
Brain ** that the successful result of the treatment of herpes simplex 
by smallpox vaccine is a nonspecific reaction. There is every reason 
to believe that the virus of herpes simplex differs from smallpox virus 
no more than does cowpox virus, which certainly has been altered by its 
bovine passage. At least the virus has been attenuated. 

The action of the smallpox vaccine, then, is to raise the antibody 
count above that which will allow an invasion of the virus, after which 
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no herpetic lesions will develop. Should the number of antibodies be 
equal to, or slightly below, that which allows an invasion, then, pre- 
sumably, the attacks would be further apart ; whereas should the vaccine 
not be effective in producing the antibodies the patient would continue 
to have recurrent herpes until his own natural immunity developed. 

The greatest success from vaccination with smallpox virus is that of 
prophylaxis, but the treatment shortens the course of the developed and 
developing herpes considerably in each case. 


CONCLUSIONS 


Thirty-five patients were treated, among whom there were five 
recurrences. 

The length of the course of the eruption was markedly decreased 
in every instance. 

Fourteen per cent of recurrences were noted after two years. 

We suggest treatment with vaccine as an effective means of com- 
bating a comparatively insignificant yet troublesome eruption. 


2007 Wilshire Boulevard. 
115 East Sixty-First Street. 





A SPECIFIC CHEMICAL MEDIUM FOR 
PATHOGENIC FUNGI 


WARREN H. SOUTHWORTH, M.A. 


BOSTON 


In the preparation of antigens from certain pathogenic fungi it is 
expedient to grow the organisms in a medium with a specified chemical 
composition in order to insure uniformity between mediums prepared 
at different times. Chemical mediums, such as buffered solutions of 
sucrose and nitrate, are unsatisfactory for producing continuous and 
abundant growth in culture of many species of pathogenic fungi. 
Mediums containing amino-acids, such as asparagine, produce abundant 
growth, but because of their cost they are not practical from an 
economic point of view. A medium composed of urea and dextrose 
has fulfilled the requirements of profuse growth and of slight cost. 

The preparation of this medium, which may prove of interest to 


mycologists, is as follows: 


BR 


Water 1,100.0 cc. 

Dextrose 40.0 Gm. 
Magnesium sulphate 0.5 Gm. 
Potassium dihydrogen phosphate 3.0 Gm. 


Dipotassium hydrogen phosphate 0.5 Gm. 
Sodium chloride 1.0 Gm. 
Agar 15.0 Gm. 
Urea 10.0 Gm. 


Dissolve the constituents, except the urea, in 1,000 cc. of water. Put 250 cc. of 
solution into each of four small mouthed bottles. Sterilize the bottles in the 
autoclave at 15 pounds’ (6.8 Kg.) pressure for twenty minutes, Dissolve the urea in 
100 cc. of water, and filter the solution through a Berkefeld filter. Add 25 cc. 
of sterile solution of urea to each of the four bottles after they have been sterilized 
and cooled to about 55 C. Place in test tubes quantities of from 10 to 12 cc. of the 
medium before the agar begins to solidify. 


A mixture prepared according to these directions has a py which is 
between 5.6 and 5.8. 


From the Department of Bacteriology, Experimental Pathology and Public 
Health, Boston University School of Medicine. 





KERATOMA PALMARE ET PLANTARE 
HEREDITARIUM 


WITH SPECIAL REFERENCE TO ITS MODE OF INHERITANCE AS 
TRACED IN SIX AND SEVEN GENERATIONS, RESPEC- 
TIVELY, IN TWO CHINESE FAMILIES 


HUEI-LAN CHUNG, M.D. 


PEIPING, CHINA 


DEFINITION AND NOMENCLATURE 


Keratoma palmare et plantare hereditarium is a congenital, symmetri- 
cal thickening of the horny layer of the epidermis of the palms and the 
soles. The term was first used by Unna,’ and it still appears to be the 
best one. The condition was first described by Thost* in 1880 in 
Heidelberg under the title of congenital ichthyosis of the palms and 
soles. Hebra * called it tylosis of the palms and soles, while in some text- 


books of dermatology it enjoys such names as congenital hyperkeratosis 
of the palms and soles and keratoderma of the palms and soles. The 
lesion is diffuse and appears at birth or soon thereafter. This condition 
differs from that which has been called by names sucl as hereditary 
disseminate keratoma of the palms and soles (Brauer *), disseminate 
macular keratoderma of the palms and soles (Buschke and Fischer °) 
and disseminate keratoderma of the palms and soles (Michael*). The 
clinical and histologic features of this anomaly, especially of the dis- 
seminate or punctate type, have been described by various investigators, 


From the Department of Medicine, Peiping Union Medical College. 

1. Unna, P. G.: Histopathology of the Diseases of the Skin, translated by 
N. Walker, Edinburgh, W. F. Clay, 1896, pp. 1125-1126. 

2. Thost: Ichthyosis congenitalis palmaris et plantaris, Dissert., Heidelberg, 
1880; quoted by Macleod 2° and Unna.! 

3. Hebra, F., cited by Macleod.?° 

4. Brauer, A.: Ueber eine besondere Form des hereditaren Keratoms (Kera- 
toma dissipatum hereditarium palmare et plantare), Arch. f. Dermat. u. Syph. 114: 
211, 1913. 

5. Buschke and Fischer, in Neisser, A., and Jacobi, E.: Ikonographia der- 
matologica, Berlin, Urban & Schwarzenberg, 1910, vol. 5, p. 183; quoted by 
Michael.® 

6. Michael, J. C.: Keratoderma Disseminatum Palmaris et Plantaris: 
Its Mode of Inheritance, Arch. Dermat. & Syph. 27:78-88 (Jan.) 1933. 
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including Fuhs,’ Brann,’ Rinsema,® Sweitzer,’° Galloway," Balzer, 
Neuber,’® Lieberthal ?* and Sklarz.*® Its clinical differentiation from 
the diffuse form is generally easy, for in this type the lesions are not 
diffuse but invariably disseminate, punctate or papular, appearing sey- 
eral years after birth, usually after puberty. Furthermore, its mode of 
inheritance cannot be demonstrated in a number of instances. On the 
other hand, in the diffuse form the disease appears in several consecu- 
tive generations. The absence of inflammatory reaction differentiates 
both types of the condition from acquired hyperkeratosis resulting from 
local irritation or from the elimination of arsenic. 

It is, however, with the diffuse form of the anomaly, keratoma 
palmare et plantare hereditarium, that I am concerned in this communi- 
cation, for in the cases reported here the condition belongs to that 
category. But before the cases are presented certain aspects of the 
condition which are of general interest will be discussed. 


ETIOLOGY 


It is generally agreed that the anomaly is a congenital symmetrical 
diffuse thickening of the horny layer of the palms and soles occurring 
in several generations. Jacob and Fulton*® reported 7 cases in three 
generations and traced the condition in five consecutive generations. 
An interesting account of the origin of the disease was given by the 
oldest patient, J. W.; the other 6 patients were his children and grand- 


children. 


7. Fuhs, H.: Zur Kenntnis der herdweisen Keratosen an Handen und Fiissen, 
Acta dermat.-venereol. 5:11-58, 1924. 

8. Brann, G.: Ein Beitrag zum Keratoma palmare et plantare hereditarium 
(Keratoma dissipatum, Brauer), Arch. f. Dermat. u. Syph. 139:201-209, 1922. 

9. Rinsema, P. G.: Sur la kératodermie maculeuse disséminée symétrique, 
palmaire et plantaire (Buschke-Fischer), Acta dermat.-venereol. 6:299-304, 1925. 

10. Sweitzer, S. E.: Keratoma Punctatum, Arch. Dermat. & Syph. 8:687- 
694 (Nov.) 1923. 

11. Galloway, J.: Punctate Keratoses of the Palms of the Hands and the Soles 
of the Feet, Brit. J. Dermat. 30:123-129, 1918. 

12. Balzer, F.: Contribution a l'étude de la dermatose dite kératoma ou 
kératoderma ponctiforme ou miliare, et de la kératodermie diffuse palmaire et 
plantaire avec kératomes miliares, Ann. de dermat. et syph. 6:225-243, 1925. 

13. Neuber, E.: Disseminierte Keratodermien an den MHandflachen und 
Fussohlen. (Keratodermia idiopathica disseminata palmaris et plantaris), Arch. 
f. Dermat. u. Syph. 162:197-209, 1930. 

14. Lieberthal, D.: Disseminated Palmar and Plantar Keratoderma, Arch. 
Dermat. & Syph. 14:655-661 (Dec.) 1926. 

15. Sklarz, E.: Keratodermia maculosa disseminata symmetrica palmaris et 
plantaris, Arch. f. Dermat. u. Syph. 144:295, 1923. 

16. Jacob, F. H., and Fulton, A.: Keratosis Palmaris et Plantaris in Five 
Generations, Brit. M. J. 2:125, 1905. 
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His [J. W’s] great grandmother, while returning on a troopship from India, 
as one day looking over the bulwarks and startled by the unexpected jumping 
of a large fish out of the water. “A fish! a fish!” she cried and clapped her 
hands together. The child of which she was then pregnant was born with 
fish scales” on its hands and feet, as were also the eleven other children to 
whom she subsequently gave birth. J. W. remembers his grandmother very well 
and vouches for the fact that both she and his mother suffered from this 
affection. 

Winkle is cited elsewhere as having traced 149 members in five 
generations of a family with the condition; I have not been able, how- 
ever, to examine his original paper. Michael® reported a case which 
led him to trace the anomaly in six generations composed of 68 persons 
above the age of 15; but he was dealing with the pure disseminated 
type which appears many years after birth. Siemens,’*? Brunnauer 7* 
and others have demonstrated that the condition is a “paradigm of 
dominant inheritance.” There are a few cases on record, however, as 
pointed out by Leven,’® in which recessive mendelism is apparent. 
Michael ® suggested that this indicates the possibility, as has been 
shown by Siemens ** for other dermatoses, that one phenotype may 
represent two or more genotypes. He also suggested that some of the 
nonfamilial cases may represent the original mutant, for he believed 
that the mutation which gives rise to the anomaly is still appearing in 
the race now and then. 

HISTOPATHOLOGY 


Microscopic examination of sections from the affected areas usually 
reveals hypertrophy of the stratum corneum or hyperkeratosis. Accord- 
ing to Macleod *° there is no definite change in the prickle cell layer, 
although occasionally there is flattening of the papillary body. The 


granular layer appears normal. “The corium is not affected except 
beyond the margin of the horny thickening or in connection with the 
fissures where it may present mild inflammatory changes.’ The sweat 
glands are not involved. 


17. Siemens, H. W.: Keratosis palmo-plantaris striata, Arch. f. Dermat. u. 
Syph. 157:392-408, 1929; Die spezielle Vererbungspathologie der Haut, Virchows 
Arch. f. path. Anat. 238:200-222, 1922; abstr., Zentralbl. f. Haut- u. Geschlechtskr. 
6:246-247, 1923; Vererbungsforschung in der Dermatologie, Arch. f. Dermat. u. 
Syph. 160:37-48, 1930. 

18. Brunnauer, D. R.: Zur Vererbung des Keratoma hereditarium palmare et 
plantare, Acta dermat.-venereol. 4:489-503, 1923. 


19. Leven, L.: Erblichkeitslehre mit besondere Beriicksichtigung der Dermatol- 
ogie, Zentralbl. f. Haut- u. Geschlechtskr. 25:1-25 (Nov. 5) 1928, 

20. Macleod, J. M. H.: Diseases of the Skin, London, H. K. Lewis & Co., Ltd., 
1933, pp. 204-206. 
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DIAGNOSIS 


The facts that the lesions are confined to the palms and soles, that 
they are symmetrical, that they are noticeable at birth or soon there- 
after and that they are not associated with marked inflammatory 
symptoms make it easy to arrive at the diagnosis. The hereditary nature 
of the disease, manifesting itself as a dominant mendelian character, 


is also striking. 
TREATMENT AND PROGNOSIS 


The condition is singularly resistant to treatment. There is no 
known remedy that gives permanent relief. Pilocarpine, roentgen radia- 
tion and certain glandular extracts have been tried, but at best the 
improvement has been temporary. All that one can hope to do is 
to reduce the thickening of the skin by means of suitable local treatment 
with an ointment containing salicylic acid or a similar preparation and 
thus to render it more flexible and pliant. The thickening, however, 
recurs whenever the treatment is discontinued. 

The condition persists throughout life in spite of treatment. 


REPORT OF CASES 


I. THe WANG Famity.—First Case Observed.—The patient (No. 23, generation 
IV, fig. 1) was a Chinese Christian pastor, concurrently a high school teacher, 
aged 42. He first came under my observation in the medical clinic on Sept. 1, 
1934, because of frequent spells of palpitation of the heart associated with 
insomnia and dizziness but without shortness of breath or edema. It was found 
at that time that the symptoms were the result of mental strain and that 
they had nothing to do with the lesions of his palms and soles, which attracted 
my attention at once, as I had never seen anything like it before. The patient, 
however, gave illuminating information, declaring that the condition was a 
hereditary disease occurring in many members of his family in five consecutive 
generations. He further stated that the lesions appeared soon after birth, involving 
not only the palms but also the soles, assuming a bluish erythematous tint 
before the thickening of the epidermis became noticeable. He said that by the 
third month the palms and the soles were definitely rougher and thicker than 
normal. This led me to investigate the mode of inheritance of the condition 
in the patient’s family. 

Lesions of the Palms and Soles: The lesions consisted of diffuse hard, 
dry thickening of the horny layer of the epidermis of the palms and the soles, 
which was symmetrical in distribution and affected the hands and the feet 
to an equal extent. In the case of the hands, the thickening occupied the 
entire palms (fig. 2) and the flexor surfaces of the fingers and thumbs. It 
stopped abruptly at the laterodorsal border of the hands and feet and was sur- 
rounded by a pinkish or bluish halo from 2 to 4 mm. in breadth. It spread, 
however, to the distal two thirds of the dorsa of the fingers, especially around the 
phalangeal joints, although in those parts it was of much less marked degree 
(fig. 3). The thickness of the hornified layer of the palms and the soles was 
from three to five times normal. The surface of the lesion was not quite smooth, 
and in some places it was distinctly uneven or rough. The normal lines or 
markings of the palms, fingers, thumbs, soles and toes were obliterated or dis- 
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torted. The palms and soles presented a yellowish color with a peculiar semi- 
translucent or waxy appearance and a rubbery or horny consistency. In fact, the 
palms looked like a pair of thick yellowish rubber or horny plates. Cracks and 
fissures were present along the central lines of the palms and also on the 
nlantar surface of the feet. Occasionally the patient noticed tenderness along 
the cracks and fissures, obviously due to inoculation with pyogenic organisms. 
Qozing and weeping were absent. The nails of the fingers and toes were normal. 
Hyperhidrosis was absent, but the patient stated that now and then he noticed 
sweating of his palms which rendered the lesion moist and sodden. This usually 
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Brothers and sisters 

Normal persons examined by me 
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Persons with keratoma according to the family report 
Persons with keratoma examined by me 


Persons witn keratoma examined by other physicians 


= Keratoma palmare et plantare hereditarium 


Fig. 1—Genealogical tree showing the transmission of the trait K (keratoma) 
in the Wang family. 


happened in summer; during the winter the lesions became dry and rough, and 
cracks and exfoliation occurred. The sensibility of the affected skin was impaired 
to some extent for heat and pain, and the sense of touch was slightly reduced. 

The patient’s mother had told him that the lesions of his palms and soles 
were noticeable soon after birth. He maintained that the lesions caused no 
inconvenience except slight inflammatory reactions which occasionally developed 
along the cracks and fissures. He experienced no clumsiness or awkwardness 
in using chop-sticks or Chinese pens. In fact, he claimed to be well versed in 
Chinese writing, and his penmanship was definitely good. This might be explained 
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by the fact that he had started using Chinese pens and chop-sticks of necessity in 
his early childhood. The only thing that bothered him considerably was that 
when he shook hands with a new friend or with a stranger, the latter invariably 
withdrew his hand immediately, as if he had touched a monster’s hand. This 
caused him a great deal of social embarrassment. For this reason he always 








Fig. 2.—Palms of J. W., the first patient in the Wang family. 


Fig. 3—Dorsal view of the hands of J. W. 


put on a pair of gloves before shaking hands with others. In the hope of 
getting rid of the lesions he had consulted many physicians and dermatologists, 
but none of them could help him. Occasionally he obtained some improvement 
irom local application of an ointment containing salicylic acid or some other 
medicament, but the relief was temporary. He finally learned a cheap method 
ef treatment, that is, to peel off the redundant thick horny layers of the palms and 





CHUNG—KERATOMA PALMARE ET PLANTARE 309 


oles with a sharp knife or razor, The photograph shown in figure 2 was 
| shortly after the patient had removed the excessive horny layers of the 
with a knife. But even then the skin was unusually thick. 

Other Cases in the Family.—In this family the condition had been traced 
+h six generations. The patient’s great grandmother (No. 2, generation I, 


1] 
oug 


1) introduced it into the family, for his great grandfather and previous ancestors 


1 
tn 


ng 


all had normal palms and soles. I actually examined only 6 persons—the patient 
himself, his wife and their 4 surviving children. Two of the daughters (Nos. 
24 and 25, generation V, fig. 1), aged 2 and 4 years, respectively, had the same 
condition of the palms and soles as their father. The lesions of these children, 
like those of all other persons in the previous generations, were congenital. The 


palms and soles showed a purplish pink color after birth and considerable 


Fig. 4—Lateral view of feet of one daughter (No. 24, generation V) of 
the Wang family. 


thickening of the horny layers. By the third or fourth month after birth the 
lesions became prominent, and they persisted throughout life. Figure 4 shows 
the feet of one of the daughters (No. 25). The lesions of this girl were exactly 
like those of her father, except that considerable cracking and exfoliation of 
the horny layers of the affected areas were present. The lesions in the other 
daughter (No. 24) showed no appreciable difference from those already referred 
to; hence photographs of them are omitted. 

In order to obtain an accurate diagnosis, I referred the father to Dr. C. N. 
Frazier, professor of dermatology and syphilology. He immediately made the 
diagnosis of hereditary keratoma of the palms and soles and made valuable 
suggestions for the further investigation. 

II. Tue Yanc Famity.—Soon after I observed the condition in the Wang 
family, my attention was drawn to the fact that a member of the clerical staff 
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of the hospital came from a family known to have the same anomaly. At first 
I wondered if this family was related to the Wang family. It was my good 
fortune to be able to examine most of the members of this large family. The 
traditional old-fashioned Chinese family system has many drawbacks, but in this 
instance it rendered the genealogical investigation easy, for members of three 
generations were living together in a big compound, although in different court- 
yards. 

The youngest patient was a 13 year old boy and the oldest person living 
who had the condition was a woman (No, 4, generation IV, fig. 5) aged 71, 
whose family name was Ho. She will be referred to as patient 1 of this family. 
She declared positively that her great grandfather (No. 1, generation I, fig, 5), 
her grandfather (No. 3, generation II, fig. 5), two of her three great-uncles 
(Nos. 2 and 5, generation II, fig. 5) and her father (No. 4, generation ITI. 
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Fig. 5.—Genealogical tree showing the transmission of the trait K (keratoma) 
in the Personal data concerning members of family are as 


follows: 


Yang family. 


VI, 30, female aged 15 
VI, 31, male aged 13 
VI, 32, female aged 15 
VI, 33, male aged 14 


VI. 20, female aged 16 
VI, 21, male aged 12 
VI, 22, female aged 10 
VI, 23, female died at 8 


IV, 4, female aged 71, caselin the Yang family 
V, 9, male aged 45 VI. 10, male aged 18 
V, 11, female aged 44 +=+VI, 11, female aged 16 


V, 13, male aged 43 
V, 15, male aged 42 
V, 17, male aged 40 
V, 19, male aged 37 
V, 22, male aged 33 
VI, 8, female aged 23 
VI, 9, male aged 21 


VI, 12, male aged 13 
VI, 13, male aged 11 
VI, 14, male aged 9 
VI, 15, female aged 25 
VI, 17, female aged 23 
VI, 18, male aged 21 
VI, 19, female aged 18 


VI, 24, female died at 15 
VI, 25, female aged 20 
VI, 26, female aged 18 
VI, 27, male aged 15 

VI, 28, female aged 14 
VI, 29, female aged 16 


VI, 34, male aged 11 
VI, 35, female aged 8 
VI, 36, female aged 7 
VI, 37, female aged 5 
VI, 38, male aged 3 


fig. 5) all had had exactly the same condition of the skin as she, for she had 
lived with them and known them well. Her husband (No. 3, generation IV, fig. 5) 
and his family never had the disease, and her marriage introduced the condition 
into the Yang family and spread it to other families when her affected female 
descendants were married. Like the patient in the Wang family, she also knew that 
the condition of her palms and soles was hereditary. She took pride in showing 
me, in the most courteous and friendly manner, her palms and soles and those 
of her progeny. (Figures 6 and 7 show lesions typical of those seen in this 
family.) She stated that in all the cases in the family, the condition was con- 
genital and persisted throughout life. 

At birth the palms and soles of affected offspring already had a slightly 
darker color than normal, and by the end of the third month the skin of the 
palms and soles was definitely thickened and rough. The condition first involved 
the finger-tips, the thenar and the hypothenar eminences, the soles, the anterior 
third of the plantar surface and the ventral aspect of the toes. Gradually the 
lesion spread diffusely over the entire palms and soles, its border being well 
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cated by a pale bluish line. Cracks and fissures were, however, absent 
early infancy. On the whole the lesions observed in this family were 
much like those already described for the Wang family that any further 
ription is superfluous. It must be added, however, that in this family the 
ndition was somewhat more pronounced or accentuated, so that perception of 
t and pain was impaired to such an extent that the patients had to use the 


Fig. 6—Palms of the first patient in the Yang family. 

















Fig. 7—Palms of the grandson of the first patient in the Yang family. 


dorsa of their hands to perceive pain and heat. In fact, members of the family 
declared that their hands were better than those of other persons, in that they 
could pick up a piece of glowing charcoal or the red-hot glass chimney of a 
kerosene lamp between their fingers and thumbs without being burned. The 
sensation of touch was not much impaired. In a few of the affected children 
who did not keep their hands clean the lesions of the palms gave a dirty dark 
brown warty appearance. 
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As seen in figure 5, there were 19 surviving patients in the family during 
the period of investigation. I examined 15 of them myself, while the other 
5 were examined by other physicians. The statement that 5 deceased members 
had suffered from the same condition was made by the old woman patient 
(patient 1). Her statement was probably correct, because in the cases of all the 
other 19 members of the family examined either by me or by other physicians, 
she had made the right diagnosis. Similarly, all the persons she declared normal 
were found to be so. 


SOCIAL AND MENTAL STATUS OF THE FAMILIES INVESTIGATED 

The Wang Family.—This family had lived in Hokienfu, Hopei 
Province, China, for several hundred years at least. Mr. Wang (No. 
23, generation IV, fig. 1) came to Peiping in 1921 and had since settled 
down in that city. His great-grandparents came from the highest pos- 
sible social caste of their day in Hokienfu, his great-grandfather being 
a Chinese scholar (“Chit Jen”) and his great-grandmother the daughter 
of a noted general in the Ching dynasty. Although the offspring of 
this couple never attained equal social prominence, on the whole they 
could have passed easily as members of the middle class, most of them 


being merchants and farmers. 

There was no known history of mental or nervous disease in the last 
few generations of the family. The genealogical data obtained from the 
patient were reliable, as he was intelligent and was in charge of the 


“Chu P’u,” or family record book, for some time. All his statements 
as to the presence or absence of the condition in his wife and children 
were subsequently confirmed by my personal examination. Hence there 
was no reason to doubt his statements concerning the distribution of 
the condition among the other members whom he had seen and lived 
with for years. 

The Yang Family.—This family had been in Peiping for more than 
two hundred years. The original members probably came from one of 
the suburbs of the city. Although none of the members of the family 
in the last generation had attained any extraordinary social distinction, 
the family stood rather high in the middle class. In fact, the family 
had produced scholars (“Hsiu Ts’ai”), physicians and government 
officers. Most of the surviving members belonged to what may be 
called the student class. One of the members (no. 15, generation V, 
fig. 5) had had symptoms of syringomyelia for the last twelve years, 
in addition to the condition of the palms and soles. This combination, 
however, was probably accidental. 


ANALYSIS OF THE GENEALOGICAL CHARTS 

With the aid of the legends, the genealogical charts are more or less 
self-explanatory. When a person with the trait K (keratoma palmare 
et plantare hereditarium) marries a normal partner, half the children. 
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theoretically, should carry the condition, while the other half should be 
free from it. In other words, the ratio between normal and abnormal 
children should be 1 to 1. This result can be observed, however, only 
when the couple produces numerous children. This does not happen 
often. One can, however, add up the number of affected and non- 
affected children in different generations descended from an ancestor 
who had the condition and obtain a ratio of approximately 1 to 1. Thus 
for the Wang family and the Yang family, the ratios are 24 affected 
to 25 normal and 28 affected to 30 normal persons, respectively. These 
figures are obtained as shown in the tabulation. 


Yang Family Wang Family 


Ratio Between Affected Ratio Between Affected 
Generations and Nonaffected Persons and Nonaffected Persons 
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From the genealogical charts the following inferences can be drawn: 


1. The trait K does not skip a generation but may not occur in the 
first few children, suddenly appearing in succession in later offspring, 
or it may follow the reverse course or appear in every other child. 

2. The trait K appears in a relatively large number of members of 
the same family. 

3. Only the persons who show the trait K transmit the disease. 
Normal offspring of an affected parent never transmit the condition. 

4. For each generation the number of affected offspring of a parent 
tends to be about the same as the number of normal offspring, provided 
that the number of children is large. 

The analysis shows that K is a single dominant trait. 


SUMMARY 


Keratoma palmare et plantare hereditarium occurring in two Chinese 
families is reported. Three patients were observed in one family and 
19 in the other (14 patients were examined by me and 5 were examined 
by other physicians). The condition has been traced through six gen- 
erations in one family and through seven in the other. 

A description of the lesions of the affected areas, palms and soles, is 
given. The definition, etiology, histopathologic picture, treatment and 
prognosis of the condition are discussed briefly. 

The genealogical trees of the two families, showing the mode of 
inheritance of the disease, are presented. 

Analysis of the genealogical tree leads to the conclusion that K is 
a single dominant trait in the families investigated. 





CHRONIC URTICARIA, RECURRING EVERY SIX 
WEEKS, DUE TO A FUNGOUS INFECTION 


G. L. WALDBOTT, M.D. 
AND 
M. S. ASCHER, M.D. 


DETROIT 


The importance of fungi as a cause of allergic disorders has recently 
received increasing attention in the literature. Yet only a few casual 
references have been made to urticaria due to fungous infection. Wise 
and Sulzberger, Waldbott ? and Feinberg * mentioned the occurrence 
of generalized urticaria as a manifestation of allergic shock after an 
injection of fungus extract in cases of dermatitis? and asthma.* Other- 


wise we failed to notice reports of cases of urticaria of long duration 
attributed to a fungous infection. 

The following case, we believe, furnishes definite proof of this 
probably not infrequent, but little recognized, source of chronic urticaria. 
This case, furthermore, presents several other features of interest, 
namely, a regular recurrence at intervals of six weeks and certain obser- 
vations on a coexisting generalized allergic state in its relationship 


to the urticaria. 
REPORT OF A CASE 


Mr. J. D., a man aged 39, consulted us in December 1934 because of urticaria 
and angioneurotic edema. The condition, he stated, had first occurred on Aug. 4, 
1931, while he was on board a ship returning from Honolulu, T. H., to the United 
States. The attacks occurred at regular intervals of six weeks and lasted for 
about three to five days. He stated that there had not been a deviation of more 
than seven days from this periodic appearance at any time since the onset of the 
disease. The lesions usually started in the face, and at times practically the whole 
body was involved. Elimination diets and the administration of drugs, vaccines, 
calcium, sedatives and hydrochloric acid had been without beneficial effect. 

There was a familial history of allergy and the patient himself had been subject 
to hay fever from grass since early childhood. No accessory symptoms of any 
kind had occurred with the urticaria; particularly were there no gastro-intestinal 
manifestations. The patient could not recall any association of the onset of 
urticaria with intake of foods or drugs or with contact with animal emanations 


1. Wise, F., and Sulzberger, M. B.: Urticaria and Hay-Fever Due to Tricho- 
phytin, J. A. M. A, 95:1504 (Nov. 15) 1930. 

2. Waldbott, G. L.: “Allergic” Shock from Substances Other Than Pollen 
and Serum, Ann. Int. Med. 7:1308, 1934. 

3. Feinberg, S.: Seasonal Hay Fever and Asthma Due to Molds, J. A. 
M. A. 107:1861 (Dec. 5) 1936. 

4. Waldbott.2. Feinberg.* 





WALDBOTT-ASCHER—URTICARIA DUE TO FUNGI 315 


- external irritants. The symptoms of hay fever had not influenced the regular 
.eriodic appearance or the severity of the urticaria. Intradermal tests showed a 
umber of positive reactions varying in degree from 1 plus to 4 plus; among 
these reactions to the pollens of common grass and to maple were most prominent. 
Reactions to a few foods and to horsehair were less pronounced. 

Except for the fact that the patient had had measles and mumps and a mild 
attack of influenza in 1922 and that he had undergone a submucous resection in 
1919, the previous history was irrelevant. Since the onset. of. the urticaria the 
patient had undergone a tonsillectomy in 1932 because of frequent sore throats and 
had had bronchopneumonia two months later. Neither of these events had influ- 
enced the urticaria. 

The physical examination by the referring internist, Dr. L. L. Newfield, did not 
reveal any pathologic findings except a slight focal infection of the teeth. The 
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Chart showing reactions resulting from nonexcessive doses of pollen extract 
before and during the urticarial state. 


results of passive transfer tests performed on the patient’s wife essentially cor- 
roborated those of the intradermal tests. 

Course.—The patient was under close observation, coming to the office at least 
two or three times a week for two years. After the infected teeth had been 
extracted he was placed on a strict dietary regimen based on the results of the 
cutaneous and passive transfer tests. In addition, he was given large doses of 
pepsin and hydrochloric acid. In a further endeavor to control the urticaria, 
active desensitization with the offending grass pollens and with extracts of horsehair 
and milk was instituted. While the grass hay fever was fully controlled in 1934 
and 1935, the clinical course of the urticaria was not affected. During the course 
of the desensitizing treatments rather severe generalized allergic reactions, charac- 
terized by coryza, asthma and generalized urticaria, occurred within from fifteen 
minutes to one hour. This was particularly striking after the injections of pollen. 
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Reactions were more likely to occur when treatments were given within three days 
before and during the attack of urticaria. If the injections were made shortly after 
the hives had disappeared, larger doses were tolerated. The accompanying chart 
illustrates the association of these reactions with the onset of urticaria. 

Since we had previously observed patients with urticaria in whom we suspected, 
but could not definitely prove, a fungous infection as the cause, we made it a 
practice to inspect the patient’s feet during his visits. From five to eight days 
before the onset of the urticaria we noticed regularly a mild dermatophytosis on 
both feet. Further questioning elicited the fact that the patient had been conscious 
of this ringworm infection on his feet for several years. Scales of epidermal débris 
from the lesions between the toes showed Trichophyton interdigitale. A culture 
planted on Sabouraud’s maltose agar medium showed a white growth, about 5 mm. 
in diameter, within seven days. An extract was prepared from this growth accord- 
ing to the method of Sulzberger and Bloch.5 A scratch test with this extract 
produced an urticarial wheal, 1.5 cm. in diameter. With a 1: 10,000 dilution an intra- 
dermal reaction was produced measuring from 4 to 4.5 cm. and showing strong 
pseudopods. Intradermal control tests with twelve other fungus extracts ® and a 
control test with a filtrate of Sabouraud’s medium were negative. 

For one week the patient made daily applications of a 1:10 alcoholic solution 
of iodine to the cutaneous lesions and repeated this treatment twice a week. In 
addition, he received six injections of increasing doses of the diluted fungus extract. 
This brought prompt relief of both the dermatophytosis and the urticaria. Weekly 
applications of iodine were kept up until May 1936. Six weeks after the patient 
discontinued the treatment he noted a slight recurrence of the local lesions, which 
was again followed within six days by a mild attack of urticaria. 


COM MENT 


The time between the development of the urticaria and the appear- 
ance and disappearance of the trichophytosis, the strongly positive 
cutaneous reaction to the fungus extract, the prompt response to specific 
treatment and the recent recurrence of the urticaria following the reap- 
pearance of the trichophytosis—all these factors together can be consid- 
ered definite proof of the etiologic association of both conditions. Of 
particular interest is the peculiar six week interval in this clinical pic- 
ture. This regularity was so striking that at first we attributed the 
disease, as is often done, to a psychogenic factor. In retrospect it 
appears more likely that the urticaria indicated the establishment of 
a temporary immunity to the fungous infection, lasting for several 
weeks. An analogy to this is seen after allergic reactions from pollen 
or serum, the chief symptom of which is urticaria,’ temporary immunity 
being often established. Thus one could easily explain the periodicity 
on the basis of a temporary breakdown in resistance. 


5. Sulzberger, M. B.: Experiments in Passive Transference of Urticarial 
Hypersensitiveness to Fungus Extracts, J. Immunol. 23:73, 1932. 

6. The extracts were furnished by Parke, Davis & Co. 

7. Waldbott, G. L.: Systemic Reactions from Pollen Injections, J. A. M. A. 
96:1848 (May 30) 1931. 
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It is noteworthy that the simultaneously existing sensitivity to pollen, 
food and horsehair in no way influenced the urticaria. Neither was the 
regular periodicity disturbed, nor the severity of the urticarial lesions 
affected by the presence of hay fever or by the elimination from, and 
addition to, the diet of the foods to which the patient was sensitive or 
the administration of desensitizing injections against the inhalants to 
which definitely positive reactions had been obtained. This, we believe, 
demonstrates clearly the importance of evaluating properly the results 
of cutaneous tests and the value of thorough clinical observation in the 
management of urticaria. 

Another point of interest is the fact that during the outbreak of 
urticaria the general resistance of the system appeared to be impaired. 
Immediately before and during the urticarial seizures the doses of 
extracts of grass pollen which the patient had previously tolerated pro- 
duced generalized allergic reactions. This was so apparent that we 
reduced the doses before the expected onset of the urticaria. Yet, unless 
this reduction was rather substantial, the reactions still occurred, as 
indicated in the accompanying chart, which, we believe, is a good illus- 
tration of the periodic enhancement and reduction of an allergic state. 


CONCLUSIONS 


A case of chronic urticaria occurring at periodic intervals is reported, 
in which a dermatophytosis on the toes (ringworm) was shown to be 
the cause. 

The presence of, as well as the treatment for, a simultaneous sensi- 
tization to foods and pollens (grass) in no way influenced the urticaria. 

During the seizures of urticaria the patient’s state of general sensi- 
tivity was greatly enhanced. This was demonstrated by marked allergic 
reactions occurring after the administration of the regular doses of 
grass pollens—occasionally even after considerably reduced doses. 


10 Peterboro. 
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LYMPHOGRANULOMA VENEREUM 


PROLONGED DERANGEMENT OF THE SERUM LIPIDS AND PROTEINS: 
PRELIMINARY REPORT 


ISADORE ROSEN, M.D. 


HERBERT ROSENFELD, M.D. 
AND 
FRANCES KRASNOW, Pu.D. 


NEW YORK 


In the course of our work we observed a patient with a condition 
clinically diagnosed as syphilis the globulin content of whose serum 
was 4.4 per cent. Previous research ' has shown that hyperglobulinemia 
is not characteristic of the syphilitic syndrome. The history was care- 
fully checked, and it was discovered that the patient had responded 
positively to the Frei test. This stimulated further investigation of the 
biochemistry of the blood of patients with lymphogranuloma venereum. 
To date twenty-seven patients affected with the disease for periods vary- 
ing from three weeks to seventeen years have been examined. All 
responded positively to the Frei test and showed clinical manifestations 
of inguinal adenopathy, rectal stricture and esthiomene of lesser or 
greater severity. The lipid partition in addition to the albumin-globulin 
ratio was studied. With few exceptions, all the serums were analyzed for 
total lipids, total cholesterol, cholesterol esters, free cholesterol, alcohol- 
ether-soluble phosphorus (otherwise referred to as lipid phosphorus or 
lecithin), albumin and globulin. The methods employed were those 


regularly used in our laboratory.” 


From the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital, Columbia University. 

1. Rosen, I.; Krasnow, F., and Lyons, M. A.: The Lipid Partition and the 
Albumin-Globulin Ratio in Syphilis, Arch. Dermat. & Syph. 29:707 (May) 1934. 
Rosen, I.; Rosenfeld, H., and Krasnow, F.: Effect of Hyperpyrexia in the 
Treatment of Chronic Recurrent Dermatoses: Clinical and Biochemical Studies, 
with Special Reference to Lipids and Lactic Acid; Preliminary Report, ibid. 33: 
518 (March) 1936. 

2. Krasnow, F., and Rosen, A. S.: A Study of the Myers-Wardell Method 
for the Determination of Cholesterol, J. Lab. & Clin. Med. 14:967, 1929. Krasnow, 
F.; Rosen, A. S., and Porosowska, Y.: The Determination of Lipid Phosphorus 
ibid. 20:1090, 1935. Greenberg, D. M.: Colorimetric Determination of Serum 
Proteins, J. Biol. Chem. 82:545, 1929. 
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A summary of the data assembled is presented in tables 1 and 2. 
Table 1 gives the averages and their corresponding standard deviation, 


c= Ved table 2 records the distribution of values with respect 


to the normal range. Several noteworthy findings are indicated: 

The lipid content in the serum of persons suffering from lympho- 
granuloma venereum is significantly below the normal. Thus the aver- 
ages for total lipids, total cholesterol and lecithin (alcohol-ether-soluble 
phosphorus compounds) are respectively 1,401 + 41, 180 + 10 and 
169 + 7 mg. per hundred cubic centimeters of serum, as compared with 
1,621 + 32, 228 + 6 and 200 + 3 mg. The percentage of free choles- 
terol averages 43 + 1.5, which is decidedly above the normal figure, 
33 + 1 per cent. The percentage of esters is correspondingly decreased. 

These. figures are interestingly substantiated in table 2 by the great 
incidence of values below the low normal average level for total lipids, 
total cholesterol, cholesterol esters and albumin. The numbers of cases 
thus alined represent respectively 88, 89, 85 and 81 per cent of the 
total series. Furthermore, the free cholesterol and the globulin yielded 
results above normal average in all the serums analyzed. 

In order to ascertain the effect of the duration of the disease on 
these constituents of the serum the patients were divided into two groups, 
those who had had lymphogranuloma venereum (1) for less and (2) for 
more than one year. For every substance except globulin, which is 
always high, the direction of biochemical change was apparently less 
accentuated in cases in which the disease was less advanced (table 2). 

From these data it seems plausible to conclude that lymphogranuloma 
venereum involves derangements in the general metabolism of the organ- 
ism. Further work is under way to discern how these abnormalities 
arise. 

It is significant to note here that in a review of the literature the only 
reference made to anomalies of blood chemistry in this disease is that 
of Williams and Gutman,’ who found hyperproteinism with reversal of 
the albumin-globulin ratio. 

No mention of any upset in the lipid metabolism has been located. 


Dr. B. A. Kornblith, of Mount Sinai Hospital; Drs. W. Clarke, A. Jacoby 
and W. Curth, of the Bureau of Hygiene, Department of Health, and Drs. H. Fox 
and D. Bloom, of the Bellevue Hospital, assisted in obtaining cases. 


3. Williams, R. D., and Gutman, A. B.: Hyperproteinemia with Reversal 
of the Albumin: Globulin Ratio in Lymphogranuloma Inguinafe, Proc. Soc. 
Exper. Biol. & Med. 34:91, 1936. 





ELECTROPHORETIC MOBILITY OF ERYTHRO- 
CYTES IN SYPHILIS 


J. A. F. PFEIFFER, M.D., Px.D. 
AND 
K. PIERRE DOZOIS, M.S. 


BALTIMORE 


The electrophoretic migration velocity of the red blood cells in 
syphilis constitutes the subject of this communication. A number of 
studies have been made of the cataphoretic velocity of the red blood 
cells of different normal mammals, which indicate that no apparent 
relationship exists between the zoological order and the acceleration of 
the cells in an electric field. Although the electrophoretic mobility of 
erythrocytes in normal human beings has been estimated frequently, 
only in a few instances have investigations of this character been 
undertaken in diseased persons. 

Abramson * reported a short series of experiments with ten patients 
suffering from primary and secondary anemia but found no significant 
change in the velocities of the cells. In three patients with sickle cell 
anemia there was practically normal mobility. Extreme variations in 
size, shape and hemoglobin content of the cells did not influence the 
speed of migration. In four pregnant women at term, the velocities of 
the red cells were normal. 

Brown ” observed the electric charge of the red cells in twenty birds 
infected with malaria and attempted to correlate phagocytosis with the 
electrical reactions of the red blood cells; but his experiment was not 
successful. 

Chopra and Chaudhury* described the effect of quinine bihydro- 
chloride on the negative charge of normal red cells at different py 
values, but no changes were noted. The same authors also recorded 
the electric charge of erythrocytes from seven patients with malaria. 
Their findings were similar to those obtained by Brown with the red 
cells of canaries infected with malaria. 


From the Baltimore City Health Department and the Department of Bac- 
teriology, University of Maryland. 

1. Abramson, H. A.: J. Gen, Physiol. 12:711, 1929. 

2. Brown, H. C.: Tr. Roy. Soc. Trop. Med. & Hyg. 26:515, 1933. 


3. Chopra, R. N., and Chaudhury, S. G.: Indian J. M. Research 21:273, 
1933. 
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Monaghan, Wegner and White,* in a recent comparison of the 
mobilities of red cells from normal and pregnant human subjects, con- 
cluded that there is no measurable difference between the electro- 
phoretic velocity of cells from normal subjects and that of cells from 
pregnant women in a common buffer medium. 

Schroeder ® ascertained that the red cells of the various Landsteiner 
blood groups have the same cataphoretic velocity. 

It has been demonstrated that the red cells of normal human beings 
possess like mobilities regardless of the age, the sex or the race of 
the subjects, and that the mean velocities of the erythrocytes are iden- 
tical, within the limits of error. 


METHOD 


For the determination of the migration velocities of the red blood cells, the 
Kunitz modification of the Northrop-Kunitz microcataphoresis cell (1928), with 
a Bausch and Lomb 8 mm. 0.50 n.a. 21 & objective and a 10 * eyepiece, was 
utilized. Readings at two stationary levels, i. e., at 0.21 and at 0.79 of the inside 
depth of the cell, were made immediately after the cell was filled. 

An applied potential of 95.5 volts gave a drop through the cell of 41.3 volts. 
After twenty computations, ten with each polarity of the field, the average was 
taken as the electrophoretic migration, expressed in terms of seconds for each 
0.5 mm. 

The suspensions of blood cells were prepared by adding 0.1 cc. of freshly 
drawn blood to 75 cc. of fifteenth-molar phosphate buffer solution of pa 7.4; and 
the velocities were calculated within a brief time. Suspensions may be retained 
with impunity for twenty-four hours at 37.5 C. or for forty-eight hours at 5 C. 
The blood cells in question were carefully checked with a control specimen passed 
through the apparatus before and during the determinations. 

This study was made on one hundred and thirty-eight persons with syphilis, 
including patients with primary, secondary, latent and tertiary stages of the dis- 
ease. 

A number of the patients were under investigation from the time of the 
appearance of the initial lesion and subsequently, while receiving treatment, for 
more than a year. 

Systematic estimations of the electrophoretic velocities of the red blood cells, 
made for groups of patients with the various stages of syphilis, were compared 
with the serologic results from the same specimens of blood. The clinical status 
of each patient was carefully noted in conjunction with the cataphoretic mobilities 
of the red cells and the serologic tests. 

Each determination represented a mean of twenty readings, and no appreciable 
difference was discernible in the time required for cells of the same suspensions 
to traverse a limited distance. 

RESULTS 


A survey of the records and tabulations as an entirety reveals that 
a definite tendency to accelerated electrophoretic migration velocities 


4. Monaghan, B. R.; Wegner, C., and White, H. L.: J. Clin. Investigation 
15:313, 1936. 
5. Schroeder, V.: Arch. f. d. ges. Physiol. 215:32, 1926. 
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es place in syphilis. In the patients with seronegative primary 
philis a marked degree of mobility of the red cells was attained. 
(his occurred during the week just preceding a positive serologic reac- 
tion in the blood. When the serum became positive, the greatest velocity 
of the red blood cells was observed. The average determination for 
yersons with early primary syphilis was twenty and two-tenths seconds, 
i contrast to the mean normal value of twenty-two and six-tenths 
seconds for each 0.5 mm. 

After treatment was instituted, many of the subjects were methodi- 
cally studied for about fifteen months. In persons with untreated early 
secondary syphilis, increased velocities of the erythrocytes were invari- 
ably found, approaching those seen in the primary stage. In patients 
with late secondary syphilis, whose seroreaction was strongly positive, 
correspondingly quickened mobilities of the red cells were evident. 
Patients who had been treated for secondary syphilis and those with a 
latent type of the disease afforded an interesting study. Those who 
responded readily to treatment with constant serologic improvement 
exhibited a decrease in the cataphoretic migration of the red cells 
parallel with the serologic progress. In such persons the mobility of 
the blood cells became approximately normal. 


Protocols of cases in which the course was more difficult, with 
irregular improvement, lapses in treatment or other factors, were 
instructive. More frequent fluctuations in the velocities of the red 
blood cells were in evidence, but these were consistently concomitant 
with variations in the intensity of the serologic reactions for syphilis. 
Regular treatment caused a slowing of the rates of mobility of the 
cells; but rapid readings during the time of treatment, analogous to 
those of the initial stage, predicted a flare-up in the activity of the 
disease and a recurrence of strongly positive serologic reactions. 

The electrophorectic migration velocities of the erythrocytes in 
tertiary syphilis conformed essentially to those found in the late 
secondary stages of the disease. Pregnancy obviously had no effect 
on the measurements for syphilitic patients. In treated patients who 
had the Wassermann-fast type of seroreaction, the cataphoretic accel- 
eration of the red blood cells remained somewhat greater than normal. 
Patients whose disease was supposed to be symptomatically and sero- 
logically arrested after more than a year’s treatment often maintained 
a similar persistence in the velocity of the red cells. 


COMMENT 


An analysis of the data presented indicates a parallel between the 
electrophoretic migration velocities of the erythrocytes and the sero- 


logic reactions in syphilis. 
yp 
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The increased mobilities of the red blood cells in persons with the 
early seronegative primary stage of the disease and before a return 
to a seropositive reaction of the blood in treated patients may be con- 
sidered as a sensitive index of the activity of the disease. 

It is well known that inflammatory processes alter the hydrogen 
ion concentration, and the chemical changes in cells incidental to infec- 
tion or injury modify the electric potential. Variations in the protein 
and lipoid constituents of the tissues characterize syphilis. The 
euglobulin and protein elements have been correlated with the Wasser- 
mann test," and it seems likely in some cases that the reagin is inhibited 
by the albumin of the blood serum. The production of lipodotropic 
substances forms the basis of the biologic reactions, and it is highly 
probable that the serum of treated or untreated patients contains small 
amounts of this reagin in spite of a negative response to the usual tests. 

It may be conjectured that the migration velocities of the red cells 
in syphilis are conditioned by changes in the surfaces of the cells, since 
differences in the chemical composition of the surface of a red blood 
cell influence its cataphoretic mobility. The membrane of the normal 
erythrocyte is known to contain both lipoid and protein material, and 
evidence is available to prove that the proportion of lipoid to protein 
is a determining factor in the electrophoretic migration velocity. A toxic 
or abnormal component of the plasma in syphilis could cause a dis- 
turbance of this ratio of protein to lipoid. On the other hand, an aug- 
mentation of the lipoid fraction of the surface of the cell, through the 
action of reagin, would intensify the energy of the surface and the 
mobility of the cell. 

SUMMARY 

A study of the electrophoretic migration velocities of the red blood 
cells of one hundred and thirty-eight persons with syphilis, including 
patients with all stages of the disease, has been presented. The litera- 
ture reveals no previous contribution pertaining to this subject. 


CONCLUSIONS 

1. A correlation apparently exists between the cataphoretic mobility 
of the erythrocytes and the serologic findings. 

2. The pronounced velocity of the cells in the seronegative primary 
stage of the disease and before a seropositive relapse probably is a 
more sensitive index of the activity of the disease than the usual tests. 

3. The accelerated migration may be attributed to a disturbance of 
the ratio of lipoid to protein in the surface of the cells. 


2934 North Calvert Street. 
2128 St. Paul Street. 


6. Pfeiffer, J. A. F.; Kober, P. A. and Field, C. W.: Proc. Soc. Exper 
Biol. & Med. 12:153, 1915. 
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Livy of the “Annales,” dipping his split nib into sepia, wrote a 
simple line: “Beyond the Alps lies Italy.” He knew there was drama 
in these words, for none of his readers could think of the Alps without 
seeing Hannibal coming over the unknown passes. The Romans never 
learned how Hannibal got his elephants across the mountains, and 
they never forgot that after the slaughter at Cannae he sent home a 
bushel of gold rings stripped from the hands of their fallen nobles. 
It seems that the Alps were created for peaceful tourists to watch the ) 
sunrise. Whenever a warrior or monarch traversed the Alps, mis- | 









fortune was sure to follow. 





All this was known to the dark Lodovici Sforza, whom men called 
the Moor. With the blood of bandits in his veins, and himself the 
thief of Milan, he urged the boy king of France to emulate Hannibal. 
By dividing Italy, with France on his side, the Moor would be more 
secure in the dukedom he usurped. Charles VIII of France listened 
eagerly to the eloquent voice from the plains of Lombardy. Charles 
had already astonished Europe and was prepared to repeat the per- 
formance. He had been betrothed to Margaret, daughter of the first 
Maximilian of Austria, the future Roman emperor. Maximilian mar- 
ried Anne de Bretagne by proxy, for Brittany was then occupied by 
French troops. Under the tutelage of his sister, Anne de Beaujeu, 
Charles sent Margaret back to her father and married Anne de Bretagne 
himself. Maximilian at that time was in trouble with the Hungarians 
and could not take revenge. 






a SRE ee be See 








The French king, asserting the vague claims of the house of Anjou 
to the kingdom of Naples, openly collected an army. Ambassadors at 
his court nevertheless remained incredulous. They could not believe that 
Charles really contemplated an invasion. His elder counsellors, including 
his wise sister, attempted to reason with the obstinate youth. Charles 
met all remonstrance with indignation. The world would soon learn 
the earnestness of his plans. He would drive the Turk from Europe, 
he would be crowned Emperor of the East, but first he must add 
the Neapolitan jewel to his crown. Charles strutted on those peculiar 
spindly legs which aroused much contemporary attention. He stuttered, 
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but his meaning could not be mistaken. Let the trumpets proclaim 
war. Blow the hunting horn of Charlemagne. Beyond the Alps lies 
Italy. 

At the head of a magnificent army, Charles came over the mountains. 
He came with artillery and heavy cavalry, and the sequel was startling. 
At the approach of the great African, Italy in terror had cried, “Hanni- 
bal at the gates,” but Italy opened her gates for conquering Charles. 
He came as a foe and was hailed as a deliverer. Crossbows and javelins 
did not greet him, and instead of receiving showers of harquebuses and 
roaring culverins he was welcomed with banquets, tableaux and pageants. 
Every one in Italy was delighted to see Charles VIII. 

At Turin the streets were gay with hangings, the cloth of which 
was of silk and gold. Pastoral scenes were depicted, and exploits from 
the life of the old Charlemagne. The subtle comparison pleased the new 
Charlemagne. The Italians were not barbarians after all. This was 
better than staying at home. A short time ago Charles had trembled 
when his majestic sister, Anne de Beaujeu, stepped into his nursery. 
She should see him now, the center of attraction in Italy. Charles was 
so delighted that in the midst of the laughter and feasting he found time 
to write this letter: 


Upon my word I assure you that I seem still to be in France, so warmly am 
I welcomed. Never was I better received. The country is full of people eager 
to greet me, to hand over the keys of their towns, and to offer gifts of jewellery; 
and the streets are decorated. Indeed, everything is done for me that could be 
done. 


From Turin he moved on to Asti. The Duke of Ferrara and Cardinal 
Giuliano della Rovere met him. Lodovici Sforza came from Milan with 
his wife and her eighty ladies. They were the feminine essence of the 
rank and beauty of Milan, and with French gallantry Charles embraced 
them all. The Moor’s wife, Beatrice d’Este, was remarkable for intel- 
lectual accomplishments and for physical beauty. Famed artists and 
poets thronged her splendid court. The greatest man in all Italy, 
Leonardo da Vinci, rendered her homage. Like the Medici and other 
tyrants of the Italian Renaissance, Lodovici Sforza was an enlightened 
patron of art. In 1494, the very year of Charles’ adventure, Leonardo 
began to paint on a Milanese wall, for the Moor and the monks, the 
world’s masterpiece in tempera. (Italy was then full of astrologers, 
but not one of them knew that Beatrice d’Este was to perish in child- 
birth at the age of 21 and that Lodovici and Leonardo were destined 
to die on French soil, the duke in prison and the artist in exile.) 

Charles approached Florence, lance at rest, and again the conqueror’s 
reception was overwhelming. From the windows rich tapestries wel- 
comed him, and in a foreign land it was pleasant to see the lilies of 
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‘rance. He came to fight battles and found himself playing in boudoirs. 

\t Acquapendenté, on the march to Rome, even an amusing incident 
«curred: At a large wedding party the French captured Giulia Far- 
nese, the Pope’s favorite mistress. The pope, Alexander VI, frank, 
carnal, Spanish, made no secret of his despair; however, he misjudged 
his enemies, for the French provided an escort of troops for the fasci- 
nating girl and brought her safely to the papal bosom. 

On the way to Naples, some small towns foolishly resisted Charles, 
and like Alexander the Great he massacred all the inhabitants. There 
was no opposition to Charles when he descended on Naples. He had 
reached his goal in unprecedented time. The astute Machiavelli, who 
entered public life in the year of the invasion, declared that Charles 
made himself master of Italy with a snap of his fingers. Charles had 
proved wiser than his advisers; he had come unto his kingdom. With 
pomp the intoxicated youth was crowned with various titles, such as 
King of Jerusalem and Emperor of the Orient. It was not only a 
brilliant shadow that Charles found at Naples, there was substance too. 
In the Castel Nuovo alone there was gold enough to ransom a royal 
family. The French troops and the hired mercenaries settled in the 
town. Charles had brought no tents, so his soldiers lived in the homes 
of the citizens. Naples was given over to feasting and pleasure; Naples 
became a vast brothel. In time, a terrible disease, new to the doctors, 
broke out among the French troops and soon spread everywhere. 

Charles, who looked like a physical weakling, was the leader of the 
libertines. According to a Venetian observer, 


the King was the most lascivious man of France: he took great delight in coitus 
and would vary this food very often, and having used one, no longer cared about 
her, delighting always in new things. In his lecheries he exercised great care not 
to touch the wives of others, but nevertheless would resort to tyranny to take 
virgins and other women when their beauty appealed to him. In Italy he resorted 
to such outrages without limit. He took back with him to France several young 
women whom he had ravaged in Naples and in other parts of Italy. 


Another Venetian contemporary, a merchant doing business with Naples, 
reported : 

When the King’s attention was called to women in convents, he had a nun 
abducted from the convent of Santa Clara and ravaged her, not having been 
satisfied with the favorite of Malfi. And many other women he abducted from 
the convent to satisfy his Frenchmen. 


Aside from the women, the conqueror was especially pleased with 
the Neapolitan gardens. He wrote: 
You could not believe what exquisite gardens there are in this town; so wonderful 


is their beauty that it seems, I assure you, as if only Adam and Eve were wanting 
to turn them into an earthly paradise. 
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Lodovici Sforza was the angry lord who turned Charles out of this 
paradise. He had invited the French, but his guests misbehaved: the 
Duke of Orleans went so far as to claim for himself the Moor’s stolen 
duchy of Milan. // Moro formed against France a league of Spain, 
Venice, the Papal States and Austria. With half of Europe facing him, 
Charles realized it was time to return to Anne of Brittany. 

At Fornovo, at the foot of the Apennines, where the Taro flows 
to the Po, Charles was opposed by an allied army thrice the size of his 
own. He had marched into a trap from which escape seemed impossible. 
In royal armor which hid his deformed body but made him the target 
of every lance, mounted on a sable charger the beauty and prowess 
of which have become historic, Charles led his troops in heroic combat, 
his helmet flaunting its purple plumes. Thousands of Italians were 
unhorsed and met an ignominious death at the hands of the camp fol- 
lowers. It was characteristic of this opera bouffe invasion that not the 
conquering but the retreating Charles won a victory. 

Charles reached France safely, and lived again at his favorite resi- 
dence, the chateau d’Amboise. Before long he again contemplated the 
conquest of Italy and announced he would avoid the mistakes of his 
first expedition. A few years may make a vast difference in European 
politics, and the allies who had combined against Charles were now 
fighting each other. The Holy Week of 1498 was approaching, and 
Charles was preparing for the ceremony of touching for the “King’s 
Evil.”” There were some who felt he should have touched himself first. 
He was as ugly as Cesare Borgia was handsome. Undefinably and yet 
definitely, Charles was misshapen. Andrea Mantegna, the great artist, 
insisted it gave him a nightmare to think of this hunchback with his 
huge beaked nose, his scraggy reddish half-beard and his bulging fishy 
eyes. Mantegna, the master of optical illusion, could not stand the 
king’s funny legs, his parted lips and stuttering tongue, his jerky move- 
ments and his habit of soaking himself in powerful perfumes. Yet 
the subjects of Charles believed implicitly that if he touched them he 
would heal them of scrofula. 

After the Holy Week, Charles expected to do great things. He 
must get Naples within his grasp again, this time for good, drive the 
Turk out of Europe and ascend the throne of Byzantium. In the mean- 
time, a little relaxation was not amiss. A tennis-court had been built 
on the castle moat at Amboise, and Charles liked to watch the royal 
game. One day he asked the queen to attend with him. The match 
could be seen best from a gallery which was reached through a low 
door. Even kings must stoop when they pass through a low door, and 
Charles forgot to stoop. He struck his head on the top of the doorway 
and entered the gallery rubbing his forehead. He watched the balls 
bouncing over the tasseled rope and chatted with his courtiers. Suddenly 
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he slumped, and falling backwards, lay speechless. The physicians who 
were summoned could do nothing for him, and he died that night. Thus 
at 28 ended a Gallic dream, and the course of history was changed by 
a game of tennis. 

The dead king was buried at Saint Denis, and a new king reigned 
in his place. Le roi est mort, vive le roi!’ There were men who asked: 
Did Charles VIII really die of that blow? Was not his death rather 
caused by the French disease ? 

What was this French disease, this great pox, of which all Europe 
was talking? It was generally agreed to be a malady previously 
unknown to physicians. It first attacked the troops of Charles in Naples, 
and as these soldiers disbanded and went to their various homes and 
countries, the new disease marched in their tracks. Soon it was in every 
land and had crossed all the seas. Syphilis had come into the world, 
and from that time on it has corrupted the blood of the human race. 

In the beginning the impact of syphilis on the world was terrific. 
It maimed its victims and tortured and destroyed them with ruthless 
malignancy. There was a new terror in the air. The French disease 
could be conveyed by whispering into an enemy’s ear ; the contagion lay 
in the laughing mouth of a girl, and the bed of the strange woman was 
scented with the seeds of death. What caused it? Everywhere one heard 
the same question. What is the cause of this new leprosy? The fore- 
most scholars were consulted, and fortunately, priest and physician and 
professor knew the answer. They did not always agree, but all spoke 
with assurance, and the new art of printing multiplied broadside and 
brochure. The printed word remains, and in the early literature on 
morbus gallicus, written in Latin by learned men, one finds the following 
explanations of the origin of syphilis: 

It is caused by the Divine Wrath which sent the plagues over Egypt and 
covered Job with scabies, and again the anger of God is punishing the blasphemy 


of the people. . . . It was caused by the scorching of Jupiter on October 15, 
1483, at two o’clock in the afternoon. It was caused by the double eclipse 
of the sun and the moon. . . . It was caused by the fatal conjunction of 


Saturn and Mars, for when we perform the act of Venus we must see that Saturn 
is absent, since Saturn is the god of burning passion, and Mars presides over the 
organs of generation. . . . It was caused by the pride of Christians who cannot 
agree with each other, but are rent by faction and schism. . . . It was caused 
by the Jews expelled from Spain by the edict of Ferdinand and Isabella. . . . It 
was caused by secret Jews, the Maranos, living in Rome after the expulsion from 
Spain. . . . It was caused by the action of Charles VIII who sent home the 
daughter of Maximilian and married Anne of Brittany who was Maximilian’s 
bride by proxy. . . . It was caused by drinking wine tainted with human 
blood. . . . It was caused by merchants who sold human flesh under the name 
of tunny fish. . . . It was caused by the contact of a leprous Frenchman with 
an impudent woman. . . . It was caused by women of the West Indies trans- 
ported from the island of Haiti to the French army at Naples. . . . It was 
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caused by the Spanish sailors of Christopher Columbus who lay with Indian women 
in the new world and on their return infected the old world. 


Was syphilis in Europe known prior to the voyage of Columbus, 
or only after the “Admiral of the Ocean” returned from America to 
Barcelona? Is syphilis an ancient disease, or is it the Indian’s revenge 
on the white man? Did the mariners who sailed westward in health 
come back laden with the great pox? Did they contaminate their coun- 
trymen who imported the malady to Italy when the Neapolitans sought 
their aid in driving out the French? The transmission from Spaniard 
to Frenchman is easy of explanation. Courtezans have the international 
spirit, and the Neapolitan couch received alike the ally and the enemy. 
No question in the history of medicine is still mooted so hotly as that 
of the pre-Columbian or the post-Columbian origin of syphilis, and yet 
the question is purely academic. 

The Greeks suffered much from disease, and malaria was their 
nemesis. Hippocrates described malaria, tuberculosis, pleurisy, pneu- 
monia, dysentery, erysipelas, puerperal fever and endemic disease in 
general, but nowhere in the “Corpus Hippocraticum” does one find 
mention of the syndrome of syphilis: a local lesion situated on the 
genitals, followed by a constitutional infection. Too much weight must 
not be attributed to the silence of the founder of clinical medicine. He 
is often strangely silent in the realm of infection. In the extant writings 
of Hippocrates there is no definite reference to scarlet fever or diph- 
theria, no mention of smallpox or measles and no description of the 
plague of Athens, many of the victims of which he must have seen. It 
is safe to assert, however, that venereal disease was not a problem in 
the ancient world. The epigrams of Martial, the satires of Juvenal and 
the biographies of Suetonius are a compendium of the obscenities, the 
unlimited debaucheries and the sexual perversions of imperial Rome, 
but the writers say nothing of disease attendant on profligacy. 

It is obvious that before the Italian invasion of Charles no physician 
devoted himself to syphilis because syphilis was unknown. Syphilis as 
a world problem was born in Naples in 1495, and Charles was its father. 
After him came a long line of physicians who speciaiized in syphilis, 
and the early workers recognized their debt. For example, Thierry de 
Hery frankly worshipped Charles as the originator of syphilis. When 
making a pilgrimage to the king’s grave at Saint Denis, he went down 
on his knees and said to a priest who was standing by, “Charles VIII 
is a good enough saint for me; he put thousands of frances in my pocket 
when he brought the pox into France.” 

Since that time, all syphilologists have been rich. 
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RESISTANT EROSIVE LESIONS IN PACHYONYCHIA 
CONGENITA OF JADASSOHN 


TREATMENT WITH BUFFERED CYSTEINE HYDROCHLORIDE 


LAWRENCE C. GOLDBERG, M.D. 


CINCINNATI 


The purpose of this paper is not to report a case of pachyonychia 
congenita of Jadassohn, which has been excellently described by Tauber, 
Goldman and Claassen,’ Sohrweide,? Andrews and Strumwasser * and 
Diasio,s or to summarize the thorough reports of Hammett and 
Reimann ° and Brunsting and Simonsen * on the sulfhydryl groups, but 
to demonstrate the value of buffered cysteine hydrochloride in other 
conditions than ulcerated lesions. I wish to report here the progress 
of a girl, aged 20, previously presented by Tauber and his associates. 
She had had persistent and resistant foul-smelling erosive lesions for 
a period of seven years and the condition had failed to respond to 
innumerable types of therapy. Figure 1 shows the type of lesion which 
was present, not only on the lateral aspects of the feet, but also on the 
plantar and posterior portions in symmetrical fashion. The lesions were 
palm sized, with polycyclic borders. They were covered with foul- 
smelling thick purulent crusts. The patient found it most difficult to 
walk with her feet in this condition. 

The patient was first seen on June 18, 1936, at which time she was 
advised to go to bed, and wet dressings of alibour water (a solution 
of zinc and copper sulfates) were applied every four hours. At night 
the lesions were treated with Wilkinson’s ointment (a compound sulfur 
ointment) and within seventy-two hours all the purulent and crusted 
material had been removed. There now remained oozing erosions the 
color of raw meat, devoid of epidermis, extremely tender and moder- 


1. Tauber, E. B.; Goldman, L., and Claassen, H.: Pachyonychia Congenita, 
J. A. M. A. 107:29-30 (July 4) 1936. 

2. Sohrweide, A. W.: Pachyonychia Congenita: Report of a Case, Arch. 
Dermat. & Syph. 32:370-376 (Sept.) 1935. 

3. Andrews, G. C., and Strumwasser, S.: Pachyonychia Congenita, New York 
State J. Med. 29:747-749 (June 15) 1929. 

4. Diasio, F. A.: Pachyonychia Congenita Jadassohn, Arch. Dermat. & Syph. 
30:218-226 (Aug.) 1934. 

5. Hammett, F. S., and Reimann, S. P.: Cell Proliferation Response to 
Sulfhydryl in Mammals, J. Exper. Med. 50:445-448 (Oct.) 1929. 

6. Brunsting, L. A., and Simonsen, D. G.: Cutaneous Ulcers Treated by 
Sulphydryl Containing Amino-Acid Cysteine, J. A. M. A. 101: 1937-1940 (Dec. 16) 
1933, 
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ately painful. Compresses saturated with solution of buffered cysteine 
hydrochloride, 1 Gm. to 100 cc. of distilled water, were applied directly 
to the erosions, which were then covered with oiled silk and moistened 
every thirty minutes. Fresh solutions were prepared daily, and the 
patient was taught all the necessary details in the preparation. Within 








Fig. 1—Type of lesions on the feet before treatment. (Photograph was 
furnished by Dr. H. L. Claassen.) 











Fig. 2.—Appearance of the lesions on the feet (side view) three weeks after 
treatment. 


three days islands of epithelial proliferation were seen about the sides 
and in the center of the large erosive areas. Within twelve days the 
areas on each foot were practically epitheliated, and the patient was 
permitted to walk to and from the lavatory, which was a few steps 
distant. After three weeks, except for the pigmented borders which 
separated the healthy from the previously diseased tissue, it was difficult 
to differentiate the new epidermis from the surrounding skin. 
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On further examination it was noted that the patient had unduly 
high arches, and in order to prevent undue trauma to the feet, it was 
deemed advisable to have an orthopedic surgeon examine the patient 
and prescribe a definite type of shoe. Although pachyonychia congenita 
is a disease associated with other ectodermal disorders, such as keratosis 
pilaris, leukokeratosis oris and the subjective symptom hyperhidrosis, 
there has never been any mention in the reported cases of a relation- 
ship between it and faulty arches. The following is the report of the 
orthopedic surgeon, Dr. C. W. Betzner: 

On examination with glass and mirror the longitudinal arches were found 
to be in extreme cavus, with marked compensatory depression of the transverse 














Fig. 3—Appearance of the soles three weeks after treatment. 


arches, which resulted in the characteristic two island foot. Slight inversion 
of the feet was present when the patient was standing, and on a plumbline test 
the line of gravity fell 134 inches (4.45 cm.) outward on the left foot and 
3%, inch (1.9 cm.) outward on the right foot from the normal point. The plantar 
fascia was extremely short and tense. The impression was of paralytic cavus of a 
severe type. 

As a result of this examination a special shoe was fitted, and since 
that time the patient has expressed her pleasure in the comfort brought 
about by the new shoes. 

Almost a year has now elapsed since the patient was discharged, and 
up to the time of writing there has been no relapse in the healed areas. 
Figures 2 and 3, taken after treatment, show complete epitheliation. 
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In conclusion, I should like to emphasize the statement of Brunsting 
and Simonsen®: “. . . cysteine is advocated, not as a substitute 
but as an adjunct to the treatment of more resistant cases.”’ 


SUMMARY AND CONCLUSIONS 


3uffered cysteine hydrochloride is advocated in the treatment of 
resistant erosive lesions, as demonstrated in this report of the results in 
a case of pachyonychia congenita of Jadassohn. 

A fresh solution must be prepared daily, and, as has been previously 
noted, secondary bacterial growth is inhibited. 

Cases of pachyonychia congenita, particularly when there are asso- 
ciated erosive lesions of the feet, should be studied from an orthopedic 
point of view. 


623 Doctors Building. 








A DERMATOMYCOSIS OF GUINEA-PIGS 
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WASHINGTON, D. C. 


During the spring months of 1936 among guinea-pigs procured 
for use in the laboratory from an establishment engaged in producing 
small animals a number were found which had cutaneous lesions on 
various parts of the body. These consisted of roughly circular, ery- 
thematous areas, scaling, sometimes encrusted and more or less 
depilated, occurring mostly about the head and face but also on occasion 
on other parts (fig. 1). The hairs at the periphery of the lesions were 
somewhat thinned and stood more erect than those on the surround- 
ing normal skin. Within ‘this zone the skin was faintly reddened. In 
most cases the lesions were 1 cm. or more in diameter, but some 
animals had smaller hemorrhagic encrusted foci, more or less widely 
disseminated, which gave a ragged appearance to the coat. It appeared 
that pruritis, if present, was not marked, as there was little or no 
scratching. 

Microscopic study of scrapings from several guinea-pigs failed to 
reveal itch mites. Cover slip preparations of scales and hairs treated 
with a solution of sodium hydroxide contained myriads of minute 
spores and structures suggestive of mycelia, outside the hairs. 


A fungus was cultivated on Sabouraud’s maltose agar from lesions 
from several of the animals. Small glistening asteroid colonies, opal- 
escent in varying degrees, were microscopically evident after incuba- 
tion for from forty-eight to seventy-two hours at 37.5 C. and for from 
seventy-two to one hundred and twenty hours at room temperature. 
At this stage of growth, the colonies strongly resembled young colonies 
of Microsporum felineum. Similar colonies developed on beef infusion 
agar containing 10 per cent horse serum. After about five days’ 
growth on that medium, well separated white woolly colonies were 
from 1 to 2 cm. in diameter. On lightly seeded plates containing either 
medium, colonies generally achieved a diameter of from 2 to 5 cm. 
after several days; the colonies were considerably restricted in size on 
heavily seeded plates. Single colonies on serum agar attained a 
diameter of as much as 8 cm. after sixty days and almost covered the 
surface of the medium in the Petri dish. On this medium the more or 
less loose woolly structure of a colony persisted for some days, and 


From the Pathological Division, Bureau of Animal Industry, United States 
Department of Agriculture. 
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after a week or more the central, denser under-portion of the mycelium 
and the substratum gradually became cadmium orange.’ This color 
gradually spread toward the margin of the colony but never reached 
the outer border. 

On Sabouraud’s maltose agar after from ten to fourteen days a 
colony had an elevated, nodular, powdery, white center, surrounded 
by an irregular raised ring, and an irregular, rayed, cottony peripheral 
growth (fig. 2). The central papillated portion, at first white, grad- 
ually assumed a cream color,’ then a chamois? and finally a coffee 
color, the outer border remaining white. Usually after thirty or more 
days’ growth, two or three concentric rings developed in the colonies. 











Fig. 1—Spontaneous lesions over the lumbar region, the external surface of 
the thigh and the back of the shoulder. The back and side are clipped to show 


lesions. 


Radial grooves were never observed. The pigmentation of the colony, 
darkest near the center, shaded out toward the margin, leaving an 
irregular, unpigmented, rayed collar. Some cultures four or five months 
old acquired a color from pale purple drab* to light purple drab* in 
the upper central portion of the colonies. 

In beef infusion broth numbers of small cottony balls with dense 
centers appeared within a few days in the depths of the fluid. After 
a week many such, loosely held together by their branching, radiating 
hyphae, developed. The growth gradually extended until after about 


1. Terms taken from Ridgway, Robert: Color Standards and Color Nomen- 
clature, Washington, D.C., The Author, 1913. 
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ionth the surface of the fluid was covered by a feltlike mat, at first 
white, later becoming brownish yellow where it clung to the sides of 
the tubes. 

Cover slip preparations of growths from five to seven days old 
from solid mediums contained many macroconidia (fuseaux) and a 
few spores. Later spores became more numerous; nodulated hyphae 





Fig. 2—Eleven day old colonies on Sabouraud’s maltose agar. 


were present, and some of the interlacing mycelial threads were racquet 
shaped (fig. 3). 

Cultures were submitted to Miss Vera K. Charles, mycologist of the 
bureau of plant industry, who in consideration of morphologic and cul- 
tural characteristics tentatively identified the organisms as Achorion 
gypseum Bodin.? 


2. Dodge, C. W.: Medical Mycology, St. Louis, C. V. Mosby Company, 


1935, p. 
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Material from the lesions on guinea-pigs and from cultures was 
triturated with physiologic solution of sodium chloride and rubbed into 
clipped or closely shaved skin on the ventral portion of the abdomen 
of normal guinea-pigs. After an incubation period of from seven to 
fourteen days lesions indistinguishable from those of natural inception 
developed. The first indication of infection was a dry scaliness of 
the epithelium. The lesions tended to spread slowly, the margins being 











é 


Fig. 3.—Cover slip preparation showing numerous spores, nodulated hyphae 
and racquet-shaped mycelia (x 600). 


indicated by erect hairs and a faintly hemorrhagic thin discrete line 
in the underlying skin. Most of the artificial lesions spread to no 
more than four or five times the area of the site of inoculation. By 
the time this had occurred the skin involved by the lesion was fre- 
quently diffusely puffed and edematous, more especially in the margins. 
Discrete vesicles or pustules were never observed. In several instances 
small secondary lesions developed, usually in the vicinity of the primary 





SHAHAN—DERMATOMYCOSIS OF GUINEA-PIGS 


ection. In the areas of alopecia small pinhead-like elevations with 
encrustations sometimes developed (fig. 4). The blood exuding 
from such lesions excited biting by animals sharing the same cage. 
Paraffin-embedded sections of skin from typical subjects, cut at 
7 microns and stained with hematoxylin and eosin, revealed considerable 
edema and cellular infiltration, with spores and mycelium in the follicles. 
In every instance the lesions healed spontaneously, and usually 
within two months hair was growing in the smooth dermis. The infec- 
tion never at any time involved more than a small part of the total 
area of the skin in experimental subjects. Visceral lesions were not 








Fig. 4—A large primary lesion thirty-five days after inoculation and a smaller 
secondary lesion below and to left of the original lesion. The abdomen has been 


clipped. 


identified in guinea-pigs killed during various stages of the disease 
or after recovery. Intraperitoneal inoculation of two guinea-pigs with 
heavy suspensions of the cultured fungus produced no evident illness, 
and no organic lesions were evident when the animals were killed, 


sixty days later. 

A limited test of the pathogenicity of the organism for other labora- 
tory animals was made. Cultures were rubbed into the closely shaved 
skin of the ears of two rabbits, of the backs of two albino rats, two 
mice, two adult cats and a mature dog, and of the combs of two hens. 
Lesions developed in all species except mice, although only one of 
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the two rats and one of the two hens were visibly affected. As with 
the guinea-pigs, lesions appeared in from one to two weeks and, although 
extending somewhat, showed no great tendency to spread. Secondary 
lesions were not observed, and spontaneous recovery occurred in all 
cases, except possibly in the dog. 

In the rabbits a marked shedding of the hair over the body occurred 
during the course of the disease, but this was not shown by cultural 
methods to be connected with the slightly pigmented scaly depilated 
lesions which developed on the ears. 

The younger of the two rats showed scurf and alopecia at the site 
of inoculation and died of intercurrent disease before the final out- 
come of the infection could be observed. 

The lesions on the cats were characterized by a piling up of grayish 
hard favus-like crusts. No spreading occurred in one instance; in 
the other the process covered an area about four times the size of 
that inoculated. 

The lesion on the dog resembled that on the cats, but a greater 
tendency to spread was apparent. 

Although the intercurrence of lesions of fowlpox in both hens may 
have obscured possible mycotic processes, in one bird there did develop 
two clearly defined wartlike excrescences, covered by a thin grayish 
layer. These were removed without great difficulty and were found to 
be underlaid by hemorrhagic granular tissue. 

The fungus was recovered from the lesions of the artificially infected 
animals of each species. forty-six days after inoculation, except in the 
case of the dog, which had received four treatments with local appli- 
cations of tincture of iodine at two to four day intervals just preceding 
culturing. The cat showing the more marked lesion yielded a culture 
of the fungus from the primary site but not from other suspected 
areas seventy-five days after inoculation. On the one hundred and 
fourteenth day, when new hair was in evidence, the organism was not 
recovered. No attempt was made to reinfect animals which had 
recovered. 

From 10 to 50 per cent of the guinea-pigs caged with naturally or 
artificially infected animals of the same species contracted the disease. 
Color, age and sex did not appear to be factors in susceptibility. 
Guinea-pigs, rabbits, rats and mice held in adjoining cages did not 
contract the disease. 

After some months the infection appeared to have died out in the 
establishment from which the guinea-pigs originally showing the con- 
dition had been procured. Personal observation of animals in the 
laboratories of the bureau and at the place of origin of the spontaneous 





SHAHAN—DERMATOMYCOSIS OF GUINEA-PIGS 341 


se and reports from their caretakers failed to disclose lesions 

h could be attributed to the fungus. 

\nimals other than guinea-pigs were not known to have had a 
similar disease. No attempt was made to infect man or any of the 


larver domestic animals. 


SUMMARY AND CONCLUSIONS 

\ dermatomycosis in guinea-pigs attributed to A. gypseum is 
described. 

Continued contact in the cage with infected animals resulted in 
infection in a number but not all of the exposed guinea-pigs. 

The disease appeared to be essentially mild and resulted in spon- 
taneous recovery in all cases. 

Rabbits, rats, dogs, cats and hens, as well as guinea-pigs, were 


artificially infected. 
No infection in persoris handling the animals was observed. 
Reasonable precautions, however, against such a development were 


taken. 


Dr. L. T. Giltner, of the Pathological Division, offered suggestions for this 
paper; Herbert Rogers, of the same division, did the photography of the guinea-: 
pigs; Mr. M. Foubert, of the Division of Illustrations, photographed the cultures, 
and Miss Vera K. Charles, of the Bureau of Plant Industry, tentatively identified 


the organism. 





AN EARLY SIGN OF LATENT ALLERGY 
IN INFANTS 


I. NEWTON KUGELMASS, M.D. 
NEW YORK 


Allergic diseases have their prodromal manifestations; there are 
distinctive premonitory signs by which the supervention of allergy can 
be foretold. But these forewarnings occur too late to permit arrest of 
the disturbance. Once a child has suffered from some form of allergy, 
however, subsequent recognition becomes less difficult. There are, thus 
far, no pathognomonic signs or symptoms characteristic of the allergic 
child, despite the fact that latent constitutional hypersensitiveness may 
be manifest. Heredity requires considerable probing before it can 
be used as corroborative evidence. The difficulty of recognizing allergy 
‘early is greatest in the case of infants, as in infancy ill defined con- 
ditions are usually atypical in their manifestations. A hairless, scaly 
scalp or a desquamated dry skin is a helpful, but an inconstant, sign for 
determining allergy in the new-born. 

A rather constant concomitant of latent allergy in infants is a retro- 
auricular intertrigo. It is usually not recognized until the ear is pulled 
forward. The typical lesion is an erythematous linear area with a glazed 
appearance. It is pronounced beneath the lobe of the ear and is more 
striking beneath the left than beneath the right ear. If the ear is pulled 
forward a fine striated fold exuding thin serum appears along the line. 
There is no scaling as a rule, but some crusting is generally apparent. 
However, when secretion diminishes, fine lamellar scaling becomes more 
evident ; crusting decreases; the redness fades, and the fissure appears 
dry. Whatever the state of this infra-auricular line, it is pathognomonic 
of latent allergy and can usually be considered a forerunner of some 
manifestation of allergy. There are infants, however, in whom allergic 
diseases develop notwithstanding the fact that this sign has not appeared. 

The relation of retro-auricular intertrigo to latent allergy is indirect. 
The former has been shown’ to be produced by a nonhemolytic strep- 
tococcus; it is confined for long periods to the retro-auricular fold. 
Skin folds in general are less able to inactivate the streptococcus than 
are normal cutaneous areas. Frequently the conjunctival fold, the 
creases of the neck, the axilla or the groin may be affected. The fold 
beneath the lobe of the ear, however, is involved as a rule in infants with 


1. Sabouraud, R.: Pyodermites et eczémas, Paris, Masson & Cie, 1928, p. 151. 
Kinnear, J.: Brit. J. Dermat. 48:173, 1936. : 
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4 tendency to allergy. While this type of streptococcic dermatitis may 
develop in any person, infants with an allergic constitution appear to 
be especially subject to it. Streptococcus toxin gave positive intradermal 
reactions in 80 per cent of the groups tested by Sarateanu.? Possibly 
allergen sensitization is a physiologic process which all infants experience 
before desensitization or immunity develops. However, the self- 
sterilizing capacity becomes diminished in infants with an allergic con- 
stitution. 

Various groups of infants were examined for this retro-auricular 
sign of latent allergy, and 80 per cent of those showing it either showed 
associated signs of allergy or were followed for subsequent manifesta- 
tions of allergy. Diagnosis of allergic disease was made according to 
the accepted criteria, namely, family history, manifest symptoms and 
past history of allergy, positive reactions to tests for hypersensitiveness 
and eosinophilia. 

The correlation between this retro-auricular sign and the develop- 
ment of allergy is sufficiently high to call attention to it as an aid in 
the early diagnosis of latent hypersensitiveness in infancy. Retro- 
auricular intertrigo is frequently confused with eczema, but careful 
examination of the nature and course of the condition distinguishes it 
definitely from allergic eczema. It is this abnormal reaction of the 
retro-auricular fold to such an allergen as the nonhemolytic strepto- 
coccus that forecasts equivalent manifestations in other tissues of the 
body in due time. The inflammatory reaction is indicative of epidermal 
sensitization. The greater reaction tendency of this portion of the skin 
marks the difference between an allergic and a nonallergic infant. The 
allergic child has a latent idiosyncrasy to this organism, and his level 
of reaction is much higher than that of the normal infant. 


1060 Park Avenue. 


2, Sarateanu, E. F.: Rev. franc. de dermat. et de vénéréol. 11:323, 1935. 





SIMPLIFIED OFFICE PHOTOGRAPHY 


RONCHESE, M.D. 


PROVIDENCE, R. I. 


A photographic record of each of one’s patients, whether his con- 
dition is common or rare, is useful and interesting in dermatologic prac- 
tice. As in cases of plastic operations, photographs taken before and 
after dermatologic treatment speak better than words. The one taken 
before treatment also acts as a good reminder of his original condition 
to a forgetful patient. 

Clinical photography was discussed comprehensively by Fox? in 
1921 and by Davenport and Fuchs ? in 1934. However, as described by 
these authors it remains just a pious desire unless plenty of room, 
time and assistance are available. Without trained assistance and the 
extra space needed by the usual bulky photographic apparatus, it cannot 
be carried out. 

Satisfactory clinical photography, to become a routine procedure in 
the average office, must be done quickly and by the physician himself. 

In June 1936, Knighton * suggested an inexpensive way of taking 
pictures in the office, the cost of the entire outfit being $4.26. The 
cost of the camera is $2.25, and that of each picture, about 20 cents. 
The procedure, as described by Knighton, may be satisfactory in general 
practice, in dealing with injuries or in insurance work, but it is not 
usable in dermatologic practice. 

Another attempt to achieve speed, simplicity and satisfaction was 
made recently with a unit cleverly combining reflectors and a photo- 
flash bulb synchronized with the shutter of the camera. This unit was 
devised for dental work, and was recommended also for skin 
photography. Mirrors permit one to obtain good pictures of cavities 
and of areas of about 1 square foot (about 0.09 square meter). Views 
of larger areas, viz., of the back, chest, shoulders or legs, are not, | 
think, satisfactory. Because the use of the unit is limited to indoor 
photography and because its cost is high, I think it is not the best 
apparatus for the office of the average dermatologist or general prac- 
titioner. 

To overcome technical and financial difficulties, I thought of using 
a flash synchronizer of the type used by newspaper camera men, the 


1. Fox, H.: Observations on Medical Photography, Arch. Dermat. & Syph. 
4:27 (July) 1921. 

2. Davenport, K. M., and Fuchs, A. W.: Photography in Dermatology: A 
New Method, Arch. Dermat. & Syph. 29:92 (Jan.) 1934. 

3. Knighton, W. S.: Case Records with a Snapshot Camera, M. Economics 


3:22 (June) 1936. 
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: of which is about $16. This unit was mounted on my camera 
hich is a Zeiss 3% by 4% inch [8.26 by 10.8 cm.]| f:4.5 lens, double 
bellows extension, valued at about $40). The synchronizer unit can 
put on and removed easily, so that the camera can be used for any 


other photographic purpose. 

With the camera on the tripod and the bellows extended, an object 
is focused on the ground glass at the closest distance desired. A 
distance-measuring stick of the type used in roentgen work is made to 
fill the gap between the object and the lens. This makes unnecessary 
the subsequent use of the ground glass for that given distance. 











Fig. 1—Set-up for office photography. The camera is laid down on a table 
or on any flat means of support, at a previously fixed distance from the subject. 
The light is given by a small-sized photoflash bulb. The diaphragm is set at 
f: 16, the speed at one-twenty-fifth second. The distance-measuring stick is with- 
drawn; the button which lights the bulb and at the same time opens the shutter is 
pressed, and the photograph is taken. 


Three fixed distances, one for the closest view (good for an area 
of about 4 by 5% inches [10.16 by 13.97 cm.], stick 12% inches 
[31.12 cm.] long), one for the size of an adult head (about 8 by 10 
inch [20.32 by 25.40 cm.] area, stick 195¢ inches [49.85 cm.] long) 
and a third for the size of a torso (about 15 by 24 inch [38.10 by 
60.96 cm.] area, stick 417% inches [106.37 cm.] long), are sufficient for 
routine photography. 
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The two closest distances are used in most cases, and a composite 
view of the entire body can be assembled with the help of the ordinary 
outline anatomic charts, or the entire body can be photographed if a 
larger photoflash bulb, a proper distance and a diaphragm adjustment 
are used. Markers corresponding to the aforementioned three fixed 
distances can be made on the focusing scale of the camera. 

The light is provided by the smallest size photoflash bulb, the cost 
of which is about 10 cents. The speed is set at one one-twenty-fifth 
second ; the diaphragm, between f: 16 and f: 22. 

Owing to the speed of the unit, it can be held with one hand and 
the measurement done with the other, but the withdrawal of the measur- 
ing stick after the distance is measured and the traveling of the hand 
back to the shutter release may misplace the camera slightly. 

A pile of books or any table or desk can be used to hold the camera. 
I found the stand for roentgen ray tubes most suitable. With the neces- 
sity for the use of the ground glass eliminated, the camera is merely 
laid down on the horizontal part of the stand, which can be moved up 
and down more easily than a tripod, and, of course, backward, forward 
and from one side to another. A perfect horizontal position is assured. 

Owing to the speed the patient need not worry about keeping a 
stationary position; there is no need of a head rest; an infant need 
not be held tight and screaming by a couple of assistants, and a tongue 
can be photographed without discomfort. 

A 3% by 4% inch (8.26 by 10.8 cm.) camera reduces the expense 
considerably, and an area the size of an adult head is generally what is 
needed for routine photography. But the same idea can be carried out 
with a larger camera. 

I use portrait, commercial orthochromatic and panchromatic films, 
but I prefer the former. <A black or white window shade, according to 
the case, can be used as a background. 

There is no need for photographic experience. Developing and 
printing can be done by a professional photographer. The cost of the 
outfit is reasonable. The cost of each picture (light, film, outside 
developing and printing of one copy) is about 25 cents. The bother 
and expense of developing thirty-six films for one patient and of making 
enlargements, which are never as good as contact prints, is eliminated. 

Occasionally, pictures taken under apparently the same conditions 
as to speed of the shutter, opening of the diaphragm, development, etc., 
as have met with success previously may come out unsatisfactorily. I 
suppose that there are variations in the light values of different photo- 
flash bulbs. At other times there may be variations in the actual speed 
of the shutter or the action of the synchronizer. Occasionally a blank 
negative may be obtained because of haste or carelessness in not 
“cocking” the shutter release, or in failing to withdraw the dark slide 
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the plate holder. On account of these possibilities, it is advisable 
in especially important cases to make more than one exposure. 

A number of articles have been written on medical photography. 
\evertheless, medical illustrations are not always good. Ralph P. Greer * 
reviewed one year’s files of five standard medical journals for the 
quality of the photographs illustrating the articles and compiled the 
following statistics: 24 per cent poor, 34 per cent fair and 42 per 
cent good or excellent. 

















Fig. 2—Photographic samples. A, sebaceous cyst and senile keratosis; B, 
leukoplakia ; C, onychomadesis following exfoliative dermatitis; D, herpes simplex ; 
E, acne vulgaris; F, congenital syphilis in a 3 year old girl. 


I believe that the less a technic is complicated, the better are the 
chances of substantially increasing the number of good medical 
illustrations. 


122 Waterman Street. 


4. Creer, Ralph P.: Photographic Illustration in Medicine, J. A. M. A. 
103:1325 (Oct. 27) 1934. 





SAMUEL PLUMBE 


THEODORE ROSENTHAL, M.D. 
NEW YORK 


No student of cutaneous diseases in England a century ago could 
avoid acquaintance with the name of Samuel Plumbe, who by his acute 
observation, original thought and forceful writings assumed a prominent 
place in English medicine of that day. In recent years, however, 
his name and works have been forgotten, although assuredly he 
deserves today a higher niche in the catalog of dermatologists than 
fame has given him. He flourished in the period immediately following 
that of Willan and Bateman, and while he was not equal in stature 
to those giants, he was undoubtedly the most important and significant 
member of the group of minor prophets of cutaneous medicine that 
arose in the decades after Bateman’s death (1821). It may be that 
Plumbe’s close juxtaposition to Willan and Bateman has resulted in an 
inevitable distortion and dwarfing of historical perspective, to the end 
that his name has lapsed into oblivion and the barest facts pertaining 
to his life and career defy detection. 

Shortly after Robert Willan’s death (1812) Thomas Bateman, who 
had been associated with him for many years, published “A Practical 
Synopsis of Cutaneous Diseases, According to the Arrangement of 
Dr. Willan.” This went through five editions before Bateman’s death 
and was followed by a number of works on cutaneous diseases by con- 
temporary English authors.* 

Chronologically arranged, these works are as follows: “A Familiar 
Treatise on Cutaneous Diseases,” by John Wilson, 1814; “Remarks on 
Cutaneous Diseases,” by J. H. Wilkinson, 1822; “A Practical Treatise 
on Diseases of the Skin,” by Samuel Plumbe; first edition, 1824, fourth 
edition, 1837; “A Treatise on Cutaneous Diseases Incidental to Child- 
hood,” by W. Dendy, 1829; “An Atlas of Delineations of Cutaneous 
Eruptions,” by Anthony Todd Thomson, 1829; “A Practical Com- 
pendium of Diseases of the Skin,” by Jonathan Green, 1835; “TIllustra- 
tions of Cutaneous Disease,” by Robert Wills, 1841, and “Rayer’s 
Treatise,” translated into English by W. Dickinson, 1833. 


WORKS 


The writings of Samuel Plumbe were the most important of the 
aforementioned works. “A Practical Treatise on Diseases of the Skin” 


1. Adamson, H. G.: Erasmus Wilson: His Predecessors and His Contem- 
poraries, Brit. J. Dermat. 45:437, 1933. 
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was translated into French and German, and an American edition of 
the book was published. 

Samuel Plumbe’s first published work was “An Essay on Ringworm 
of the Scalp, Scalled Head, and Other Forms of Porrigo,” an octavo 
volume of 104 pages containing two plates. It was dated June 10, 1821. i 
This book received favorable reviews in the English medical press. The 
Medico-Chirurgical Review of Dec. 1, 1821, stated: 





‘ 









Mr. Plumbe, who has lately directed much attention to the disease under con- 
sideration, introduces . . . some ingenious remarks, anatomical and physio- 
logical, on the hair and integuments which it covers. . . . We have exhibited 
sufficient specimens of this work to induce our readers to seek a more intimate 
acquaintance with the original. The style is plain . . . with the exception of a 
considerable defect in punctuation—the semi-colon being far too often used, where 
a comma only was necessary. This, however, is a point of no great con- 








sequence. 







In this book is found (page 41) the first mention in medical literature 
of the use of small forceps for epilation in cases of ringworm of the 






scalp. 

In 1822 Phumbe’s treatise on “Diseases of the Skin” was awarded [ 
the Jacksonian prize of the Royal College of Surgeons of England. The i 
substance of this essay was subsequently incorporated into the first 
edition of his “A Practical Treatise on Diseases of the Skin,” which 
appeared in May 1824. This was an octavo volume of 392 pages and 
was dedicated to Sir Astley P. Cooper, surgeon to the king. The 
second edition, corrected and enlarged to 470 pages, appeared in 1827. 

In 1830 Plumbe wrote a small volume (99 pages) on “A Popular 
and Impartial Estimate of the Present Value of Vaccination as a Secur- 
ity against Small-pox, and of the Danger of Encouraging or Tolerating 
the Inoculation of the Latter,” dedicated to Sir Henry Halford, presi- 
dent of the National Vaccine Establishment. As the title indicates, this 
work was a defense and a justification of vaccination. 

In 1834 he published a 30 page pamphlet entitled “An Address to 
the Governors of Christ’s Hospital on the Causes and Means of Pre- 
vention of the Disease called Ringworm,” dedicating the work to the 
members of the special committee appointed to investigate the causes 
of the prevalence of ringworm in Christ’s hospital. In this pamphlet 
Plumbe outlined briefly the means of checking the periodic outbreaks 
of tinea tonsurans occurring in the hospital. 

There is no copy of the third edition of the “Practical Treatise” 
in the British Museum; the fourth edition, dated December 1836, which 
was considerably enlarged and revised, consisted of 607 pages and 4 
plates and was dedicated to Henry Hoare, Esq. This edition was 
reviewed in the Medico-Chirurgical Review for July 1, 1837. After 



















‘ 
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commenting favorably on it and giving various quotations from the 
text, the reviewer referred significantly to the author—‘Mr. Plumbe, 
we regret to add, the late Mr. Plumbe’”—he gave a quotation from the 
preface and ends his review as follows: “Mr. Plumbe’s work, though 
not one of the first order in a scientific point of view, is perhaps better 
adapted for general perusal and for students, than the voluminous and 
prolix tome of Rayer.” This meager reference is probably the only 
existing obituary of Samuel Plumbe. 

The fourth edition is concise, practical and most comprehensive, 
especially when compared with the ponderous and verbose volumes of 
Plumbe’s contemporaries. The book consists of preliminary remarks 
on the anatomy and physiology of the skin and of six main sections, 
which are subdivided into chapters, as follows: Section I covers diseases 
which obtain their distinguishing characteristics from, or originate in, 
local peculiarities of the skin. The chapters are as follows: I. Acne; 
II. On Scrofulous Inflammation ; III. Sycosis; IV. Lupus; V. Porrigo. 

Section II deals with diseases chiefly marked by chronic inflammation 
of the vessels which secrete the cuticle.. The chapters are as follows: 
I. Lepra; II. Psoriasis; III. Pityriasis, Scurf or Dandruff. 

Section III treats of diseases exerting a probable salutary influence 
on the system, originally produced by, and usually symptomatic of, 
derangement of the digestive organs. The chapters are as follows: 
I. Porrigo Favosa; II. Lichen, Strophulus, Prurigo; III. Urticaria or 
Nettlerash ; IV. Herpes; V. Furunculus or Boils. 

Section IV handles diseases of a mixed character essentially depen- 
dent on active (local) inflammation and is divided into chapters as fol- 
lows: I. Impetigo, Scabies; II. Eczema. 

Section V is on diseases dependent on debilitated states of the 
system. The chapters are as follows: I. Purpura; II. Aphtha, or 
Thrush; III. Pompholyx, Pemphigus; IV. Ecthyma and Rupia; V. 
Erythema Nodosum. 

Section VI deals with fungoid diseases of the skin and consists of 
I. Ichthyosis, Warts and Rashes. 

In his earlier writings Plumbe followed independent and original 
lines of thought and did not conform to the orthodox Willanistic school 
of Rayer and Biett. He criticized Willan’s classification because it was 
founded merely on local characteristics, and he attempted one of his 
own, based on constitutional causes. This was subsequently to be the 
keystone of the diathesis theory accepted in French dermatologic circles 
in the middle of the nineteenth century. 

Plumbe was an accurate observer. He pointed out that in the erup- 
tions which Willan and Bateman had described under the name impetigo 
the primary lesions were minute vesicles on an erythematous base, and 





the 
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were not pustular, and he stated that Willan’s eczema and Willan’s 
impetigo were really forms of one eruption. He was correct in this, 
because the eruption which Willan and Bateman described under the 
name impetigo was actually what now is called eczema; had Plumbe’s 
acute observation been accepted, much later controversy would have 
been avoided, and it would now be customary to call eczema by the 
name impetigo, a term which fell into disuse and was eventually given 
by William Tilbury Fox to a quite different entity. Plumbe was the 
first to note that the primary lesion of sycosis is a pustule with a hair 
at its center. He was the first to give an accurate description of ring- 
worm of the scalp, of acne vulgaris and of postaural dermatitis in 
women. 

In the fourth edition of his work Plumbe quoted extensively from 
Rayer, with whom, however, he did not always agree. In the treatment 
of ringworm of the scalp and sycosis he advocated the utmost gentle- 
ness in removing crusts and débris and stated that this procedure should 
be followed by epilation with forceps. He specifically condemned the 
use of the calotte, or pitch cap, by patients with ringworm of the scalp 
and referred somewhat contemptuously to the fact that his French con- 
temporary, Alibert, and later Rayer and Biett, sent patients with that 
disease to the Mahons,? who were not physicians and who were said 
to have successfully treated more than 39,000 patients with diseases of 
the scalp by a secret method. Plumbe called them “secret nostrum- 
mongers.” 

Plumbe’s preliminary remarks on the anatomy and physiology of the 
skin are astonishingly complete and prescient, particularly when one 
bears in mind the facts that he, in common with other early observers, 
had no knowledge of the cellular structure of the skin; that the micro- 
scope was scarcely used ; that pathology was purely speculative, and that 
all medical information was clinical. It was not until 1839 that Schwann, 
of Liége, Belgium, demonstrated the cellular structure of animal tissues. 
Gustav Simon published his “Histopathology of the Skin” in 1840. The 
cause of scabies was established in 1834 when Renucci again demon- 
strated Acarus scabiei, which had been discovered by Bonomo in 1687, 
and knowledge of ringworm infections in human beings dates from 
Schonlein’s (1839) and Gruby’s*® (1841) independent researches into 
the nature of favus. An excellent plate, showing sections of the skin 
and appendages, is included in this chapter. This, however, was taken 
from a work by Breschet and Roussel de Vauzeme, published in Paris 


2. Rosenthal, T.: Early Nineteenth Century Dermatology and the Brothers 
Mahon, Arch. Dermat. & Syph. 30:245 (Aug.) 1934. 


3. Rosenthal, T.: David Gruby, Ann. M. Hist. 4:339, 1932. 
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in 1835. In referring to this portion of the book, Pusey * stated “he 
gave a scholarly review of the pathological anatomy of the skin, and 
Bloch gives him high rank in dermato-pathology.”’ 


BIOGRAPHIC DATA 


A search for information relating to the life and work of Samuel 
Plumbe proved difficult, disappointing and only partly successful. There 
is no date of birth available, nor are there any facts bearing on his 
early life and education. The earliest date encountered in the search 
is Oct. 6, 1815, the date on which Plumbe became a member of the 
Royal College of Surgeons of England. His name remained on the 
books of that organization until 1836, and his death was reported in 
the following year. According to the secretary of the Royal College, 
an obituary notice of some kind appeared in the Weekly Chronicle of 
March 12, 1837.5 Issues of the periodical from February to May of 
that year were searched, however, without success. Issues of the Medico- 
Chirurgical Review from January 1837 to December 1840, of the Times- 
Index, of the Annual Register, of the Gentlemen’s Magazine and of 
other journals also were examined carefully, all to no avail. The “Cen- 
tenary Volume of the Royal Medical and Chirurgical Society of London, 
1805-1905” makes no mention of Plumbe, although he was a member of 
the society. 

Adamson, in a letter to Roxburgh,® stated: 


I have never been able to find anything at all about Samuel Plumbe, neither the 
date of his birth, nor of his death, nor whether he had any hospital or dispensary 
appointment. It would be interesting to know something about his life, 
but there seems to be no record anywhere. 


His hospital appointments, as gleaned from the prefaces to his books, 
were not many. He is listed as senior surgeon to the Royal Metropolitan 
Infirmary for Children and as acting surgeon to the Parochial Infirmary 
of St. Giles in the Fields and St. George, Bloomsbury. 

In 1815, when he became a member of the Royal College of Sur- 
geons, Plumbe lived'in Wantage, Berkshire. His subsequent addresses, 
as indicated under the signatures in his publications, were around 
Bloomsbury, County Middlesex. From 1821 to 1829 ke lived in Great 
Russell Street ; from 1830 to 1833, in Lower Bedford Place, and after 
that up to the time of his last listing, in Southampton Street, Blooms- 
bury. He was dropped from Robson’s London Directory in 1838. At 
that time he was living at 14 Southampton Street. No one named 


4. Pusey, W. A.: History of Dermatology, Springfield, Ill, Charles C. 
Thomas, Publisher, 1933, p. 86. 

5. Personal communication to the author. 

6. Personal communication to the author. 
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Plumbe resided there after 1838, although one might expect that his 
widow would have remained there. In 1841 the name of Plumbe reap- 
peared in the directory: a Mrs. S. Plumbe was listed as living at 3 Alie 
Place, Great Alie Street, Goodman Fields. 

No will or administration of the estate of Samuel Plumbe is recorded 
in the Principal Probate Registry, Somerset House, London, for 1837 
and 1838. Because of his residence in County Middlesex, his will could 
have been proved in any one of a number of courts; accordingly, the 
calendars of the following courts were consulted for these yeats, with 
no results: the Prerogative Court of Canterbury, the Commissary Court 
of London, the Consistory Court of London, the Archdeaconry Court 
of Middlesex, Essex and Herts, the Commissary of London, Essex and 
Herts, the Dean and Chapter of St. Paul’s and Westminster. 

In the Prerogative Court of Canterbury in 1840 was registered 
(442 Arden) the will of a Samuel Plumbe. This is an unsatisfactory 
document, and while it may well be the will of the physician, there is 
really little to prove that it is. The Samuel Plumbe whose will is regis- 
tered is described as “Gentleman,” which is quite in keeping with the 
profession of the subject of this study. The will is short; it names the 
wife of the testator, Ann Serena Plumbe, and mentions children but 
does not state how many children survived. It is dated March 22, 1838, 
and has a codicil dated Oct. 30, 1839. The particulars of the record of 
death at Somerset House are as follows: “February 15, 1840, at 3 Alie 
Place, Great Alie St., died Samuel Plumbe, age 45 years, chymist, 
paralyzed ; informant, Emily Harris, in attendance, same address.” The 
informant was evidently a nurse, who possibly knowing that Plumbe 
was connected with the profession of medicine, described him as “‘chy- 
mist.” This is merely a conjecture. 

The earliest census returns for this area were in 1841, and in them 
mention was made of the widow and two children living at the address 
on Alie Place. In the census of 1851 the widow was referred to as an 
arrow-root merchant living at the same address. 

To judge from the quiet manner of his life and from the lack of 
notice taken of his death, it is safe to conclude that Samuel Plumbe 
was a simple, meek and unassuming man, imbued with an intense inter- 
est and zeal for his profession, who undoubtedly preferred labor at 
his studies in an unimportant dispensary service to publicity and who 
emerged into the public eye only at intervals with publications of genuine 
worth and the highest scientific merit. He was not possessed of a burn- 
ing ambition to obtain high posts at hospitals and universities, and his 
modest and humble character can be recognized in his works. 

It is indeed puzzling that a distinguished member of the Royal Col- 
lege of Surgeons, a winner of the Jacksonian prize and author of several 
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notable treatises which helped illuminate an obscure branch of medicine 
and which were translated into foreign tongues, should have been per- 
mitted to die with no notice (as far as I have been able to determine) 
by his colleagues. 

If. such is the case, may not this brief, imperfect sketch serve as an 
obituary notice, one hundred years late? 


115 West Eighty-Sixth Street. 





Clinical Notes 


SPOROTRICHOSIS 


Report of a Case in California 
WILFRED GREENBURG, M.D., Los ANGELES 


While the frequency of sporotrichosis in the United States has been said to 
he next to the incidence in France, the number of reports of cases is comparatively 
small (about 200), and for the most part these have emanated from the region 
of the Mississippi and Missouri valleys. Examination of these reports shows 
that in a considerable number of cases in which the condition was diagnosed as 
sporotrichosis, the diagnoses were not proved culturally; this would further reduce 
the number of cases of actual sporotrichosis recorded, as the etiologic fungus is 
cultivated rather easily as a rule. 

The occurrence of sporotrichosis in Los Angeles should be sufficient reason in 
itself to warrant a report, aside from the fact that the disease occurred in a child 
aged 6 years. The great majority of cases have been in adults. 

A search for other cases originating in California has been unfruitful. The 
four cases of sporotrichosis that I have discovered were that of Gallegos,} in a rag 
picker in San Joaquin, Calif., in which the diagnosis, unfortunately, was not proved 
culturally, and those of Burlew,? of Mason and Frost * and of Templeton, in which 
the organism was cultured. 

REPORT OF CASE 


M. R., a Mexican girl aged 6 years, had been born in Los Angeles and lived 
there. She never had been out of the state of California. 

She was admitted to the Parent-Teachers’ Association Clinic on Yale Street in 
Los Angeles on Sept. 9, 1936, for treatment of an ulceration of the finger of one 
month’s duration. The lesion had started as a nodule and was treated for two 
weeks in the surgical department with wet dressings. At the end of that period 
there was no improvement, and the patient was referred to the dermatologic 
department. At this time examination revealed a deep granulating indurated 
ulcer bathed in a considerable amount of pus, which seemed to issue from numer- 
ous interstices in the ulcer. The ulcer was located on the median finger of the 
right hand and extended over most of the finger; beneath the ulcer of the exterior 
surface of the hand a large dusky red granuloma extended from the base of the 
lesion to the carpal bones. Smaller nodules of the same color had developed on 
scattered sites over the posterior metacarpal area, and throughout the regional 
lymphatics of the forearm there were granulomas about the size of a large pea. 
These were somewhat larger and “linked” over the outer ridge of the radius. The 
axillary lymphatics were normal to palpation. 


1. Gallegos, P. B.: Cutaneous Sporotrichosis: Report of a Case, California 
& West. Med. 26:802 (June) 1927. 

2. Burlew, J. M.: Subcutaneous Abscess Caused by Sporothrix Schenckii, 
South California Pract. 24:1, 1909. 

3. Mason, V. R., and Frost, K. P.: Report of a Case of Sporotrichosis, 
California State J. Med. 21:471 (Nov.) 1923. 
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The ulcerated gumma-like lesion on the finger, together with the regularl, 
strung dusky red nodes was so typical that it was possible to venture an immediat: 
diagnosis of sporotrichosis. 

Mycologic Report.—Slides of exudate taken at this time from the sporotrichoti: 
chancre and from an unbroken granuloma were examined for fungi and bacteria but 
contained none. Exudate inseminated on the Klebs-Loeffler medium gave negative 
results after six days, but that inseminated on Sabouraud’s agar medium gave posi- 
tive results at that time, colonies of streptothrix appearing after six days. The 
colonies grown from the chancre had the appearance of Sporotrichum Schenkii, 
while the growth obtained from a nodule resembled Sporotrichum Beurmanni, an 
evidence of pleomorphism of the fungus. 

As the facilities for the task were inadequate I made no attempt at biochemical 
differentiation. 

Treatment.—The patient was given large doses of potassium iodide, and local 
dressings consisting of a powder containing iodine were used. Ointment containing 
peru balsam was placed on the bandages to prevent their adhering to the ulcer, 














Ulcer on the hand of the patient with sporotrichosis. 


When coryza developed, the amount of potassium iodide was reduced to a 
minimum ; later it was gradually increased to tolerance. 

The nodules resolved in about two weeks, and the chancre was healing at 
that time. 

COMMENT 

As Moore and Kile * have stated, sporotrichosis is probably not as endemic to 
the Missouri and Mississippi valleys as reports of cases indicate. 

It is likely that because of the gummatous appearance of the sporotrichosis in 
a number of cases the condition is mistaken for syphilis and iodides are given, a 
cure resulting without diagnosis. 

This might lead to speculation as to whether cases of primary orthopedic 
sporotrichosis are unrecognized in this country or whether the condition is purely 
indigenous to France. 

While it is known that the sporothrix may attack muscles, lungs, glandular 
structures, and bones, especially the tibias, it is generally considered that these 
structures are affected by secondary invasion. 


4. Moore, M., and Kile, R.: Generalized, Subcutaneous, Gummatous, Ulcerat- 
ing Sporotrichosis, Arch. Dermat. & Syph. 31:672 (May) 1935. 
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(hat sporotrichosis may affect the bones, primarily in man, has been shown 
Sartory and his co-workers,® and previously by Gougerot and Marie ® and by 
Beurmann, Gougerot and Verne.? 
In the case of primary sporothrix osteitis of J. Sartory and M. Meyer, the 
organism differed from S. Schenkii, S. Beurmanni and Sporotrichum Gougeroti. 
t most nearly resembled Rhinocladium Gougeroti (synonym, Sporotrichum Link) 
cultural characteristics and in macroscopic and microscopic appearance, but it 
ffered in biochemical characteristics and in particular in its action on protein 
and carbohydrate. 
For a comprehensive résumé in differentiation of S. Schenkii, S. Beurmanni, 
S. Gougeroti and S. Link by cultural and biochemical means, the reader is 


referred to the paper by Sartory and Meyer.® 


5. Sartory, A.; Sartory, R.; Meyer, J., and Meyer, M.: Deux cas 
d’ostéites dues, d’une part, au Sporotrichum Gougeroti et, d’autre part, a une levure, 
Ann. Inst. Pasteur 52:424 (April) 1934. 

6. Gougerot, H., and Marie, P.: Sporotrichose de de Beurmann: Ostéite 
sporotrichosique hypertrophiante primitive du tibia compliquée de lymphangite 
gommeuse ulcéreuse ascendants et d’adénite inguinale sporotrichosiques, Bull. et 
mém. Soc. méd, d. hop. de Paris 26:994, 1909. 

7. de Beurmann, Gougerot and Verne: Ostéomyélite gommeuse_ sporo- 
trichosique primitive, Bull. et mém. Soc. méd. d. hop. de Paris 26:1123, 1909. 





Minor Notes 


AGGRAVATION OF DERMATITIS CAUSED BY 
MIXTURE OF HALOGENS 


Cuartes J. Wuirte, M.D., Boston 


After two somewhat disastrous experiences when without my knowledge one 
halogen had been added to another, it seems wise to draw the attention of prac- 
titioners to the possible results of such combinations. 

The first recognized instance in my practice occurred in 1918, when on 
November 27 I was asked to attend a woman 68 years old who had scratched 
the lower part of her leg with a toe-nail. A blister followed, and her family 
physician applied tincture of iodine. This procedure appeared innocent to me at 
the time. 

The lesion developed in intensity and increased in size. At the time of my 
first examination there was a superficial semigangrenous area, 1 cm. in diameter, 
with separation of the cutaneous layers and with an angry surrounding erythema. 
Black lotion and a paste of zinc and peruvian balsam were prescribed. 

On November 29 the lesion had not increased in diameter but had increased 
in elevation. It remained greenish and was covered with a glairy fluid. The use 
of black lotion was continued, and scarlet red was substituted for peruvian 
balsam in the paste. 

On November 30 a slight diminution in all the septic characteristics was noted, 
but a 5 per cent oily solution of dichloramine-T was substituted for the black 
lotion. 

On December 3 it was evident something had happened. The ulcer was larger 
and just as foul, and there was a wide halo of angry infiltration. Enzymol was 
prescribed for the ulcer, with a return to black lotion and scarlet red paste. 
Treatment with ichthammol ointment was instituted for the lymphangitis. By 
December 5 the ulcer had grown in diameter, and the lymphangitis had increased 
to an even greater extent. Vaccines were administered. 

On December 11 the ulcer had become decidedly larger, and its foulness had 
redeveloped. Enzymol was again used. A wash containing iron and potassium 
tartrate was advised in place of the black lotion, and peruvian balsam was 
substituted for the scarlet red in the paste. 

On December 15 the patient volunteered the information that she was a 
victim of petit mal and under a physician’s orders had been taking 90 grains 
(5.85 Gm.) of sodium bromide daily! In other words, I was dealing originally 
with a dermatitis medicamentosa (from bromine), to which my predecessor had 
added iodine, adding “fire to the flames,” and in superimposing chlorine (dichlora- 
mine-T) I had poured gasoline on the conflagration! The physician who recom- 
mended the bromide was asked to substitute solution of potassium arsenite U. S. P., 
and an ointment containing 1 part fuchsin, 5 parts oil of eucalyptus and 29 parts 
wool fat was applied to the ulcer. 

By December 24 everything had changed. The lymphangitis was gone and 
the ulcer was rapidly healing! And so ended this chapter of errors. 

My second experience with this unfortunate admixture of the halogens occurred 


in 1936. 
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On July 29 a physician presented himself, stating that a hangnail had devel- 
oped in February and that since that time the backs of his hands and all of his 
fneers had been inflamed. On July 27 he had painted all the affected areas with 
tincture of iodine in a 50 per cent dilution. 

At his first visit all these painted areas were red, edematous and covered with 
ruptured vesicles. White lotion was prescribed to be applied every hour until 
the areas became dry and stiff, when a paste containing salicylic acid and zinc 
oxide was to be applied. 

The skin seemed to react perfectly to this treatment until the man’s wife, a 
nurse, advised thick wrappings of gauze bandages, and on August 5, after two days 
in the virtual sweat-bath induced by the dressings and a temperature in the nine- 
ties, there developed a large crop of vesicles. Administration of white lotion every 
hour, without any dressings, was again recommended, and the wife was gently 
reminded that she was the man’s wife and not his nurse. 

3y August 10 the dorsa of the fingers and hands were wholly exfoliated, but 
under the thick horny layer of the palms were many vesicles, and the hands and 
the fingers were completely edematous. A mild paste was prescribed for the dorsal 
areas and a keratolytic ointment for the palmar surfaces. 

On August 14 the feet as well as the hands appeared generally red and swollen, 
and the neck was erythematous. It was obvious that something mysterious was at 
work, for one expects a vesicular dermatitis venenata to heal rapidly under an 
age-old hitherto successful mode of treatment, if the cause of the dermatitis has 
been removed. 

With this thought in mind, I told this physician the story recorded in the first 
part of this communication, and much to my delight he replied: “Why, I have 
been taking bromides right along!” Iodine on bromine—that was the secret of 
my failure and of the patient’s suffering. 

The patient was advised to stop all bromides and to enter a hospital, but it 
was not until September 15 that his hands and fingers were well. His legs were 
still swollen at that time. 

In consideration of these two experiences, unfortunate for the victims and 
rather disastrous to the reputation of the attending physician, it seems more advis- 
able than ever for the physician to gain the patient’s full cooperation and con- 
fidence and to learn his complete medical history. 





Editorial 


AN APPEAL FOR BREVITY 

The chief criticism of the ARcHIvEs that has come to the editor’s 
attention relates to delay in the publication of original articles. This 
has been partly remedied by a temporary increase in the size of the 
journal. It is hoped that delay may be lessened further by decreasing 
the length of articles. Mere deletion of useless words not only con- 
serves space but strengthens a presentation. An occasional lengthy article 
will be accepted, when it represents an unusual amount of high class 
original work and would be lessened in value by being shortened. Many 
lengthy contributions, however, would be increased in value if they 
were shortened. The longer the article, the fewer the readers, is a 


well known saying. 
At the risk of giving offense, the editor has frequently urged con- 


tributors to shorten their manuscripts, especially to omit tabulations of 
material which is adequately described in the text. Some tables are 
poorly constructed and difficult to understand. In any event, tabular 
material adds to the cost of publication. 

No one need worry about delay in publication of an article that is 
timely and of great importance. Such a communication will receive 
immediate attention and the earliest possible publication. 

It would be helpful if the readers of the ARCHIVES would send to 
the editor any criticisms they wish to make regarding the editorial 
policy. Expressions of opinion about the society transactions, which 
constitute a difficult problem, would be particularly welcome. 





Obituaries 


GEORGE HENRY FOX, M.D. 
1846-1937 


Dr. George Henry Fox, the Nestor of American dermatologists, 
died on May 3, 1937. He was born in Ballston Spa, N. Y., Oct. 8, 
1846, and thus was in his ninety-first year. An active and healthy 
old age was followed, as was fitting, by a sudden, peaceful death. Dr. 
Fox’ death removes the last survivor of a group who were the pioneers 
of American dermatology: Duhring, White, Piffard, Hyde, Hardaway 
and Fox. Not only was he the last of this group, but he was a worthy 
representative of it. 

Dr. Fox traced his ancestry in America back almost three hundred 
years, to Thomas Fox of Concord, Mass., in 1640. The members of 
the family were representative of the best that America has to offer, 
were doctors, lawyers and preachers, men active in public service. Their 
Americanism was truly militant. They were long lived and had an 
unbroken record of military service to their country which is hard 
to parallel. It is difficult to realize that Dr. Fox’ father was in the 
War of 1812 and his grandfather in the Revolutionary War. Numerous 
ancestors were in the colonial wars; three brothers besides Dr. Fox 
were in the Civil War, and both of his sons and eight nephews were in 
the World War. This is a rare, if not unique, family record, of which 
he had a right to be and was proud. It was doubtless that sort of 
family tradition that made him so zealous a genealogist during the 
years of his retirement. 

His father, Norman Fox, was a clergyman and saw that his son had 
yood opportunities for elementary education in the private schools of the 
time. In 1867 Dr. Fox graduated at the University of Rochester with 
the degree of Bachelor of Arts. In the meantime he had left college, 
in his seventeenth year, to serve in the Union Army for the last eight 
months of the war. From Rochester he went to the University of 
Pennsylvania, where he received the degree of Doctor of Medicine 
in 1869, 

After a year’s internship in Blockley Hospital, Philadelphia, where 
he followed Louis A. Duhring, he went to Europe for three years of 
intensive training. In Berlin he studied under Virchow; in Vienna, 
under Hebra, Neumann, Schroetter and Stoerk. In Paris he was a 
pupil of Bazin, Hardy and Vidal, and in London, of Tilbury Fox and 
jonathan Hutchinson. Hebra in Vienna marked him, as he did so 
many other men, for dermatology. 
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In 1873 he began practice in New York. The next year he was 
appointed physician to the dermatologic department of the Northwestern 
Dispensary and in 1875 to that department of the New York Dispensary, 
Then in rapid succession he became professor of dermatology in the 
Woman’s Medical College of the New York Infirmary for Women and 
Children in 1875 ; professor of dermatology in Starling Medical College, 
Columbus, Ohio, in 1879, and professor of dermatology and vice- 
president of the New York Post-Graduate Medical School and Hospital 





Dr. George Henry Fox at the age of 80. 


in 1879. In 1880 he was appointed professor of dermatology in the 
College of Physicians and Surgeons of New York, where he remained 
for twenty-six years, resigning long before his age of retirement in 
order that his associate, Dr. George T. Jackson, might serve as his 
successor. He served for a generation as attending physician to the 
Skin and Cancer Unit of the New York Post-Graduate Medical School 
and Hospital. 

In his “Reminiscences” he has given a delightful account of his 
early years, both at home and abroad. His sketches of the leaders under 
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1 he studied in Europe are vivid pictures of them. One of the 

es was about Duhring, who was a gay young blade in those days, 

| of society and fun. Fox used to chuckle over his memories of that 

ic and of the precise and dignified professor of later years. He had 

many stories of Piffard, who was a lovable but somewhat erratic 

character and given to sudden impulses. He would call Fox late at 

night when the impulse struck him and take him down to the Battery 

to fish until the late hours while he expounded the latest subject in 
dermatology that had become his hobby. 

Dr. Fox was the last survivor of the six founders of the American 
Dermatological Association, of which body he was president in 1892 
and 1893 and honorary president at its Golden Anniversary Meeting 
in Philadelphia in May 1926. He received the gavel on this memorable 
occasion from the hands of his son, Dr. Howard Fox, who was at that 
time president of the association. He received most of the positions 
of honor in his specialty. On his retirement from active membership, 
he was elected an honorary member of the New York Dermatological 
Society and an honorary member (the first) of the Manhattan Derma- 
tologic Society. He was President of the New York County Medical 
Society in 1891 and of the New York State Medical Society in 1894. 

His writings were voluminous and outstanding, and they have given 
him a permanent place in the history of American dermatology. His 
“Photographic Atlas of Diseases of the Skin,” first published in 1880, 
inade him widely known. The disease which bears his name with that 
of Fordyce was first described in 1902. In recent years Dr. Fox 
devoted his entire time to genealogy because of his intense interest 
in his family. In this connection he served for twenty-five years as 
president of the Society of the Descendants of Norman Fox, an incor- 
porated family society. He published a book entitled “The Lineage of 
One Hundred American Physicians Named Fox” and wrote a large 
volume, as yet unpublished, about his first American ancestor, Thomas 
Fox, and his descendants. 

He was an able practitioner, an accurate observer, whose records have 
added to present knowledge of dermatology, and an excellent teacher. 
Not the least of Dr. Fox’ admirable qualities was his personality. He 
had a strong social instinct and enjoyed his friends, which was one 
among many other qualities that made him popular. Physically he made 
an attractive appearance. He was rather short, well proportioned, with- 
out superfluous flesh, erect, quick and active, with a friendly, expres- 
sive face. He looked the scholar and man of dignity, but without a 
trace of self importance. Friendly, sociable, easy and jovial, he was 
a most agreeable person. He was perhaps the friend of more American 
dermatologists than any other one of his generation. Although he 
closed his active professional career a good many years ago, he appeared 
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on numerous subsequent occasions and was always a notable figure, 
During recent years he had been inactive in dermatology; neverthe- 
less, his death leaves a vacancy of which American dermatologists 
generally will be conscious, and his loss is irreparable to those who 
had the good fortune of his friendship. 

Dr. Fox had wide interests outside his profession. He was speciaily 
devoted to the Psi Upsilon fraternity, of which he was honorary presi- 
dent, this position having been created to honor him. He was also 
surgeon to the George Washington Post No. 103 of the Grand Army 
of the Republic and a member of the Military Order of the Loyal 
Legion. He was active and interested in his profession and an ornament 
to it. Dr. Fox spent a useful life, and he had the happy disposition 
necessary to getting the joy out of it. He deserved success, and now 
that the race is run he may be pointed to as one who achieved it. 

A biographic sketch read by one of his former students at the 
recent meeting of the American Dermatological Association ended with 


the following tribute : 


George Henry Fox occupied a unique position in American dermatology. It 
was not only his position as one of the foremost specialists of his time that earned 
for him the respect and affection which marked his closing years; it was the 
realization that we were privileged to have among us a gentleman whose 
attainments were of the highest type and whose human kindness was of the 
most sympathetic quality. 

WILLIAM ALLEN Pusey, Chicago. 





Dr. Alfred Schalek, Professor Emeritus of Dermatology and Syphilology at 
the University of Nebraska College of Medicine, died of pneumonia on Feb. 9, 
1937, at the age of 71. 





HERMANN GOLDENBERG, M.D. 
1862-1937 


Dr. Hermann Goldenberg was born in Giessen, Germany, Oct. 13, 
1862, and died in New York, April 1, 1937. 

On completing his undergraduate work at the University of Giessen, 
he was graduated with the highest honors. He studied medicine at the 
University of Munich and received his degree summa cum laude from 


that institution. 

He was drawn to dermatology early and decided to make this spe- 
cialty his life’s work. He studied in Berlin, Vienna and other continental 
cities with the great masters of his time. He then came to New York, 
where he established hithself in practice. He associated himself with 
the dermatologic clinics of the Mount Sinai Hospital, the Skin and Cancer 
Hospital and the New York Hospital. After a few years he resigned 
from the two latter institutions and devoted his entire time to the derma- 
tologic department of the Mount Sinai Hospital, of which Dr. Sigmund 
Lustgarten was the attending dermatologist. Dr. Goldenberg was made 
his associate. This appointment he held until the death of Dr. Lust- 
garten, when he became attending dermatologist, a position which he 
filled until his retirement. He had been a member of the American 
Dermatological Association since 1901. 

Dr. Goldenberg was regarded by all his colleagues as a keen clinician. 
His close association with medical and surgical staffs gave him a wide 
experience with the unusual cutaneous manifestations seen in a general 
hospital. This knowledge was so highly prized by his medical colleagues 
that they listened with eagerness to his discussions and in atypical or 
indeterminate cases in which there were cutaneous manifestations, how- 
ever slight, sought his opinion for leads in diagnosis. Fondness for 
reading and an unusually retentive memory made his discussions inter- 
esting, instructive and to the point. 

Dr. Goldenberg spent most of his summer vacations in Europe. 
Silz Maria in the Swiss Alps was his favorite spot for many years. His 
main recreation was walking, which he enjoyed immensely. 

He was retired from active service at the Mount Sinai Hospital 
when he reached the age of 66 years, one year beyond the age limit. 
This special courtesy extension was made by the medical board on 
account of Dr. Goldenberg’s unusual activity. He was then made con- 
sulting dermatologist. As such he retained contact with the service by 
attending clinics and conferences and making hospital rounds. 
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During the last two years of his life he had a generalized muscula: 
weakness which prevented him from continuing his activities. Although 
he was able to get out for short walks, it became increasingly difficult 
for him to do this. On April 1, while he was entering his home after 
returning from an automobile trip, he complained of a slight pain over 
the precordium. In a short while he died. 


HERMANN GOLDENBERG, M.D 
1862-1937 


Dr. Goldenberg’s outstanding qualities were modesty and a high 
sense of duty and responsibility. His service to the hospital and the 
clinic he considered a labor of love. Although keenly appreciative of 
scientific achievement and progress, he frequently stated that to him 
medicine was more an art than a science. His consideration for patients 
often led to the remark, “Treat sick men, women and children—not 
diseases.” He won the affection and respect of his co-workers and for 
his many virtues will long be remembered by them. 


IsADORE Rosen, M.D. 





Abstracts from Current Literature 


EpitEp BY Dr. HERBERT RATTNER 


DIstANT THROMBOPHLEBITIS FOLLOWING NEOARSPHENAMINE INJeEcTION. E. B. 
TauBer and L. GotpMan, Am. J. Syph., Gonor. & Ven. Dis. 20:382 (July) 
1936. 


Thromboses far removed from the site of the intravenous injections occur 
rarely after the use of arsphenamine. Although the cause of these distant throm- 
boses is not clear, it seems most likely that the reason for them lies in a 
disturbance of the clotting mechanism of the blood. All the reported cases 
occurred during the early years of arsphenamine therapy (1911-1912). 

The authors report the case of a 50 year old Negro who had been treated 
over a long period for syphilis and granuloma inguinale and in whom saphenous 
thrombophlebitis developed after an intravenous injection of neoarsphenamine was 
made into a vein of the elbow. There was no evidence of visceral infarction. The 
patient died about six weeks later of extensive lobar pneumonia. 


MEDICAL AND SURGICAL ASPECTS OF CHARCOT Joints. S. H. Epstern, Am. J. Syph., 
Gonor. & Ven. Dis, 20:386 (July) 1936. 


Antisyphilitic treatment alone is not sufficient to check the progress of Charcot’s 
disease of the joints, and, it is the author’s opinion that orthopedic management 
is more important than antisyphilitic treatment. 


THE RELATIONSHIP OF COLITIS AND Proctitis To LYMPHOPATHIA VENEREA. J. 
GoopMAN, Am. J. Syph., Gonor. & Ven. Dis. 20:394 (July) 1936. 


In a series of twenty unselected cases of proctitis and/or colitis without rectal 
stricture, positive Frei reactions were obtained in seven. In four additional cases 
in which rectal stricture as well as colitis was present the Frei reactions were 
positive. The case histories in these eleven cases are given. No specific cause 
for the colitis or proctitis other than lyriphogranuloma venereum has been found 
in the author’s patients. While the author was unable to prove that the colitis 
and proctitis were caused by the virus of lymphogranuloma, he believes this is 
probably the case and reviews the evidence to support his contention. 

The necessity for considering lymphogranuloma venereum in the differential 
diagnosis of chronic nonspecific ulcerative colitis is emphasized. 


INTOLERANCE TO TRYPARSAMIDE. A. G. ScHocu, Am. J. Syph., Gonor. & Ven. 
Dis. 20:408 (July) 1936. 


Careful observation of patients receiving treatment with tryparsamide reveals 
at times a response that is diametrically opposed to the usual tonic effects of the 
drug. Three cases in which this unfavorable response occurred are reported. The 
intolerance to the drug is characterized by malaise, weakness, impairment of 
general appearance and loss of weight. Recovery followed discontinuance of 
tryparsamide therapy in the three cases reported. Reuter, Milwaukee. 


A Case oF ADRENAL CorTICAL TUMOR IN AN ADULT MALE CausiInc GYNECOMASTIA 
AND Lactation. H. Lisser, Endocrinology 20:567 (July) 1936. 


Cortical hyperfunction masculinizes girls, women and young boys.  Lisser 
describes the case of a man in whom a tumor of the adrenal cortex resulted in 
enlargement of the breasts and loss of male characteristics. Removal of the tumor 
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was followed by remasculation comparable to the refeminization which follows 
removal of a similar tumor in a female. Tumor of the adrenal cortex in men 
is rare. 


TuBE-LockING oF Ova By OESTROGENIC SUBSTANCES. RAE WHITNEY and H. 0. 

Burpick, Endocrinology 20:643 (Sept.) 1936. 

Whitney and Burdick found that the commercial products amniotin, progynon 
and progynon-B have the same action as theelin in preventing the descent of 
fertilized ova through the tubes into the uterus. The authors raise several 
questions in connection with pregnancy and sterility. 

[The significance of such observations should not be overlooked by derma- 
tologists who prescribe estrogenic substances in the treatment of conditions such 
as acne. The aforementioned and other unanticipated effects of such therapy 
may be more important to the patient than relief from her acne. Abstracter. ] 

Lyncu, St. Paul. 


EFFICIENT LABORATORY SERVICE IN THE SYPHILIS CONTROL ProGRAM. A. J. 
CaSsELMAN, J. A. M. A. 107:863 (Sept. 12) 1936. 


According to Casselman, dark field examination is a neglected procedure, 
whereas it could be the most accurate and efficient diagnostic method for the control 
of syphilis. The two most important factors in this examination are the use of 
a satisfactory instrument and a careful operator. Although fluid from a chancre 
is best examined immediately after it is collected, a specimen sent in capillary tubes 
by mail to a central laboratory may occasionally prove satisfactory. A sensitive 
flocculation or complement fixation test of the blood may show the presence of 
the syphilitic infection as early as the third week after appearance of the primary 
lesion. Wassermann tests are best performed in a laboratory making at least 
twenty-five such tests each week. Kline and Kahn tests may be made in a small 
laboratory immediately, and their results may be checked by Wassermann tests 
in a central laboratory later. Important improvements in the Wassermann test 
have been devised to increase its sensitivity. It is generally believed that there 
should be a fairly close titration of the hemolytic system so that weak fixation 
be not obscured by the presence of an oversupply of complement; that the best 
fixation is obtained by fixation at low temperatures for from four to eighteen hours, 
and that a strong purified antigen is a desideratum. The state should cooperate 
with private laboratories in supplying reliable antigen and weak standardized and 


dried syphilitic serum. 


EpUCATION OF THE PHYSICIAN’ AND THE MOVEMENT FOR VENEREAL DISEASE 
Controt. J. H. Stokes, J. A. M. A. 107:866 (Sept. 12) 1936. 


The cooperation of the practicing physician is necessary in order to insure the 
success of the movement to control venereal diseases. The methods of teaching in 
general may be applied in the special field of venereology. Since the majority of 
human beings tend to be visually minded, teaching by example, by written words 
and by pictures are the most effective methods. Radio talks if skilfully employed 
are useful. Sex education beginning early in life prepares the future physician to 
comprehend the tasks before him, and the premedical educational curriculum might 
well stress subjects to help him to be a humanist. The minimal essential medical 
instruction of the medical student in syphilology required by Stokes includes about 
250 pages of text and observation of from 80 to 100 patients who are presented 
before the class. The student also observes the technical laboratory work, mixes 
the drugs for treatment and practices the technic of injection of these drugs on 
manikins. Tracing of contacts and social aspects are also discussed. In an elective 
course, practical experience in laboratory and clinical work is given. Emphasis 
should be placed on the mastery of the technic of treatment. The education of 
the practicing physician may be broadened by postgraduate courses arranged to suit 
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mvenience. The personnel of the health authority should be recruited from 
who exhibit special interest in venereal diseases. Public health officers should 
© misfits in other branches of medicine who take up venereology as a last 


rt. 


CivILIAN EpDUCATIONAL PROGRAM IN THE CONTROL OF SypHitis. N. A. 
Necson, J. A. M. A. 107:872 (Sept. 12) 1936. 


he moral stigma yet attached to syphilis must be removed. A free and open 
discussion of the subject is essential. Attractive literature, talks to the public, 
exhibits, moving pictures, radio addresses, dramatizations and newspaper articles 
are all useful components of a plan for the education of the civilian population in 
the control of syphilis. There is a particular need for good literature on syphilis 
for lay consumption. The health department cannot be responsible for a broad 
social hygiene program, but it should work with this idealistic field in view. 


Lewis, New York. 


Tue RELATION OF THE HERPES ANTIVIRAL PROPERTY OF HUMAN BLoop To Sex, 
PREGNANCY AND MENSTRUATION. N. Paut Hupson, Enmp A. Cook and 
Frep L. Aparr, J. Infect. Dis. 59:60 (July-Aug.) 1936. 


The serums of 102 womeh and 66 men were examined for their power to 
neutralize the virus of herpes simplex, as tested by intracerebral inoculation of 
white mice. There was no significant difference between the groups, 87 per cent 
of the serums of women and 82 per cent of those of men giving positive results. 
Forty-eight specimens of serum were from pregnant women, and of these 95 per 
cent neutralized the virus, while 79 per cent of 54 serums from women treated 
for a variety of gynecologic conditions had the virucidal property. Positive results 
were obtained with 75 per cent of the serums of the 20 healthy men and with 
84 per cent of those of the 46 male patients examined. An analysis of the results 
of tests on serums of patients with gynecologic conditions in reference to the 
phases of the menstrual cycle showed that some groups were too small for con- 
sideration and that the differences noted were too slight to permit a general 
conclusion. Under the conditions of the investigation it was impossible to dis- 
tinguish between the sexes as to incidence of the herpeticidal antibody or to derive 
significant experimental data to explain the frequent susceptibility of women to 
infection with herpes simplex virus during pregnancy, menstruation or certain 


other physiologic fluctuations. CornsLeET, Chicago 
NBLEET, \ 


PRELIMINARY REPORT ON THE TREATMENT OF LYMPHOGRANULOMA INGUINALE BY 
HyYPERPYREXIA. ELMER M. RusTEN, Journal-Lancet 56:479 (Sept.) 1936. 


Two patients with lymphogranuloma venereum (lymphogranuloma inguinale) 
were treated with hyperpyrexia induced by diathermy. Both recovered more 
rapidly than is usually the case in this disease. The lack of effect on the intra- 
dermal Frei reaction is regarded by Rusten as significant. 


GRANULOMA FissuRATUM (SutTToN). Lyte B. KINnGery and ALrrep H. ILLcE, 
Journal-Lancet 56:485 (Sept.) 1936. 


In 1932 Sutton called attention to this clinical entity. The authors add three 
cases to the seven previously described by others and review the clinical and 
histologic features of this inflammatory mucosal fissure which is probably a 
result of trauma. 


AcNE AND Its RELATION TO THE ENDOCRINES. THEODORE ROSENTHAL, Journal- 
Lancet 56:496 (Sept.) 1936. 
Eighty-two per cent of a group of thirty-four young women with acne were 
found to have less than the normal amount of urinary estrogenic substance. Of 
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twenty-nine patients with acne who had normal menstrual histories, 93 per cent 
had less than the usual estrogen content of venous blood removed within seven 
days of menstruation. 

Thirty-eight women were given monthly courses of treatment with estrogenic 
substances and extracts from the urine of pregnant women. One third of this 
group showed definite improvement after an average of two and three-tenths 
courses of such treatment. Rosenthal warns against the possible dangers of 
prolonged treatment of this nature and emphasizes the value of general therapeutic 
measures. Lyncu, St. Paul. 


BismMutH EtHyt CAMPHOoRATE. FRANCES M. THuRMOoN, New England J. Med. 
215:315 (Aug. 20) 1936. 


Thurmon reports the results of a clinical study of a new oil-soluble bismuth 
preparation in the treatment of syphilis. The substance is an organic compound 
made by the interaction of ethyl sodium camphorate and bismuth nitrate. This 
is the first study of its use in human syphilis and includes observations of 230 
patients treated. The solution is given intramuscularly in the usual way in doses 
of 1 cc., each dose containing 0.02 Gm. of benzyl alcohol, 0.04 Gm. of metallic 
bismuth and 0.1 Gm. of camphor in expressed oil of almond. It was found to 
give therapeutic results equal to those obtained with other bismuth preparations 
and to be of low toxicity. It was well tolerated by children and by pregnant 


women, 


Tue ROE or Func 1n Mepicine. J. H. Swartz, New England J. Med. 215: 
322 (Aug. 20) 1936. 

The article is a brief résumé of classifications of pathologic fungi, of diagnostic 
procedures, of allergic reactions and of the treatment of fungous infections. 
Pathologic fungi usually belong to the class of Eumycetes, which may be further 
divided into Phycomycetes, Basidiomycetes, Ascomycetes and Hyphomycetes. The 
Hyphomycetes are subdivided into yeasts and ringworm fungi, and the latter are 
subdivided into Microspora, Achoria, Trichophyta and Epidermophyta. The 
microscopic diagnostic procedure which is recommended is as follows: Preparation 
of the scales by preliminary treatment with 10 per cent potassium hydroxide, 
washing with water in a watch crystal, addition of lactophenol and cotton blue 
to the preparation on a slide and examination under a cover glass. This method 
eliminates confusion with artefacts and the so-called mosaic fungus. The recent 
literature on allergic reactions to fungi is briefly reviewed. Inhalation of ethyl 
iodide is advised in cases of systemic fungous infections and in those of dermato- 
mycosis with accompanying eruption. Trichophytin has not been found to be 
of definite value in the majority of cases, but a polyvalent vaccine prepared from 
equal parts of 300 strains of Trichophyton, Microsporum, Achorion, Endodermo- 
phyton and Epidermophyton has been used with encouraging results, especially 
in cases of onychomycosis. Fractional doses of roentgen irradiation are recom- 
mended in cases of subacute and chronic infection. 

In the discussion on this paper, Dr. C. Guy Lane called attention to the rela- 
tion of fungous infection to industrial conditions and pointed out that a fungous 
infection which is already present may be definitely aggravated by occupational 
factors and also that a previous fungous infection may sensitize the skin to an 
irritant used in industry. Appet, Boston. 


STREPTOCOCCAL DERMATITIS. JOHN KINNEAR, Brit. J. Dermat. 48:173 (April) 
1936. 

Kinnear argues for the recognition of streptococcic dermatitis as a separate and 
distinct disease. The condition is most often misnamed impetiginous eczema or 
seborrheic eczema. The definition given by Kinnear is as follows: 

“Streptococcal dermatitis is a superficial inflammation of the skin, charac- 
terized in its most active phase by redness, thickening of the skin and an abundant 
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exudation of serum; and, as the activity diminishes, by the formation of fine 
lamellar scales. It affects chiefly the folds of the body, especially those behind 
the ears, and the scalp; but it may be more or less generalized, in which case the 
folds are still the most affected parts. 

“It has an indefinite duration but is amenable to suitable treatment.” 

Among differential points he notes absence of vesiculation, the presence of a 
red glazed area with abundant exudation, temporary defluvium of the hair in 
patches on the scalp in many cases, stiffness and rigidity of the ears and the dry 
pityriasis-like appearance resembling “a ploughed field in miniature’ in subsiding 
stages and at margins of the eruption. “Retro-auricular intertrigo is always 
streptococcal, and that of the other folds very frequently so.” 

The incidence according to age is the same as for impetigo. 

Kinnear uniformly isolated a nonhemolytic streptococcus in cases of this condi- 
tion, whereas the hemolytic streptococcus is observed in cases of impetigo. Treat- 
ment consists of nonirritating antiseptic solution (as 1 per cent iodine in carbon 
tetrachloride) plus soothing creams or lotions in the acute stage and of coal tar 
in the less active stage. Photographs of patients and charts showing the results 
of bacterial studies are given. Pace, Evanston. 


A Note ON THE INFLUENCE OF Foop ON THE HAEMOLYTIC COMPLEMENT OF 
HuMAN Bernes. R. E. Bernstern, South African J. M. Sc. 1:169 (June) 
1930. 

Samples of blood were taken from each of thirty-six healthy persons before 
and after a meal. A determination of the complement content indicated that there 
is on the average a significant fall in the complementary power of human serum 
after the ingestion of a meal (although in ten instances no appreciable change 
was Observed). These studies confirmed the experimental data of Kolmer, 
Matsunami and Trist on guinea-pigs. Lyncu, St. Paul. 


HyPERCHROMIC PityrIAsis VeRsicocor. G. MILIAN, Bull. Soc. frang. de dermat. 

et syph. 43:372, 1936. 

The author states that at a previous meeting he presented a Negro on whose 
neck, chest, thighs and inguinoscrotal region were numerous black lentil-sized 
macules. The lesions at first sight resembled the scars of syphilis disseminated 
over the body. However, Microsporon minutissimum was observed in abundance 
microscopically. The condition was pityriasis versicolor with an extreme degree 
of pigmentation, that is, the hyperchromic type. The other extreme is the so-called 
achromic type of the disease. 


SECONDARY SyYPHILIDS DEVELOPING DurING A Course or BISMUTH THERAPY. 
A. TzanckK and H. P. Kotz, Bull. Soc. frang. de dermat. et syph. 43:429, 
1936. 

The authors report the case of a 27 year old woman who contracted syphilis 
in August 1935. She was given a course of twenty injections of a bismuth com- 
pound followed by a rest of three weeks, after which the second series was 
instituted. After the seventh injection in the latter series vegetating lesions 
developed on the mucosae and between the toes. Tzanck and Klotz express the 
opinion that the lesions were the result of insufficient therapy and emphasize the 
rarity of such recurrences. In the discussion Pinard mentions another case in 
which a gumma of the meatus appeared after fifteen or twenty injections of 
colloidal bismuth, and he also emphasizes the dangers of insufficient dosage of 
bismuth preparations. Simon and Gougerot also express opinions that the dosage 
rather than the type of bismuth compound is the most important consideration in 
bismuth therapy. 
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DySHYDROSIFORM LEVURIDES OF THE HANDS FOLLOWING AN INTERDIGITOPLANTA, 
INFECTION: INTRADERMAL Reactions. C. FLanpin, H. RaBeav and P. 
GueErrA, Bull. Soc. franc. de dermat. et syph. 43:462, 1936. 


The authors discuss a case of yeast infection characterized by erythematous 
fissured areas on the feet, erythematosquamous dermatitis on the thighs and , 
dyshidrosiform eruption on the hands. A yeast was observed on direct examination 
of the lesions on the feet, but none was seen in those of the hands. On culture 
the organisms presented the biologic characteristics of Monilia albicans. Intra- 
dermal tests were made with epidermophytin, trichophytin, levurin and streptococci, 
The reaction to levurin was strongly positive, but all the other agents produced 
absolutely negative reactions. The authors believe that this was the first obserya- 
tion of a dyshidrosiform eruption on the hands caused by a yeast. 


EryYTHRASMA LOCALIZED INTERDIGITALLY ON THE Feet. H. RABeEAv and P. 
Guerra, Bull. Soc. franc. de dermat. et syph. 43:464, 1936. 


The authors stress the exceptional localization of the disease in this case. 
Gougerot is said to have observed two cases of similar involvement. On the basis 
of the observations of sixteen cases the authors believe that this localization js 
relatively frequent. The microscopic examination for Microsporon minutissimum 
is extremely difficult on account of the organism’s small size and of the difficulty 
encountered in clearing the scales. By means of staining with polychrome 
(toluidine) blue the authors were able to find the parasite with greater ease. In 
six of the sixteen cases lesions were present on other parts of the body. In three 
of these sixteen cases in addition to M. minutissimum other pathogenic fungi 
were observed. Clinically, the lesions were characterized by simple desquamation 
and occasional redness and maceration but never by fissures. The diagnosis was 
based on microscopic examination. 


PROBABLE PosiITIVE INOCULATION INTO THE RABBIT OF THE CUTANEOUS LESIONS 
oF BESNIER-BoECK-SHAUMANN’S DisEAsE. M. PAutTrieR and R. GLAsskr, 
Bull. Soc. frang. de dermat. et syph. 43:505, 1936. 


The authors used the term “probable positive inoculation” because they believed 
that they could not make a positive statement in the absence of certain necessary 
controls. The patient from whom the tissue was taken presented typical Besnier- 
Boeck-Shaumann’s disease with multiple cutaneous lesions. A monkey and a 
rabbit were inoculated under the skin of the abdomen on Aug. 28, 1934. The 
monkey was killed on Feb. 15, 1935, and showed no evidences of tuberculosis. The 
rabbit three and a half months after inoculation had lost 200 Gm. and exhibited 
a small firm mass at the site of inoculation. The intradermal reaction to tuberculin 
was negative. On January 25, five months after inoculation, the rabbit was killed. 
At that time it had lost an additional 100 Gm. Autopsy showed that all the viscera 
were normal. The tumor in the right groin had reached the size of a green olive 
and was indurated; sections showed central caseation. Abundant bacilli of Koch 
were demonstrated in the caseous material. Histologically the tumor showed active 
proliferation of young fibrous tissue, rich in cellular elements, especially in large 
fibroblasts. In numerous places there were dense masses of epithelioid cells 
interspersed with lymphocytes. In addition there were numerous giant cells, but 
no true tubercle formation was observed. The authors feel that there was a 
striking analogy to the histologic structure of the lesions of Besnier-Boeck-Shau- 
mann’s disease in man. On staining the sections with acid fuchsin, acid-fast bacilli 
were observed which morphologically resembled the bacilli of bovine tuberculosis. 

Unfortunate circumstances prevented the authors from culturing the organism, 
which would have furnished decisive proof of their hypothesis. 


AcuHromic Nevr. A. TourAINne and So.ente, Bull. Soc. franc. de dermat. et 
syph. 43:609 (March) 1936. 
Since achromic nevi are rare, the authors believed that it would be of interest 
to present two cases. The first occurred in a girl 18 years of age, who presented 
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ries of congenital permanent white spots on the sternum, neck, trunk and 

men. The lesions were oval, sharply demarcated and asymmetrical. The 
case was not one of vitiligo, for the loss of pigmentation had existed since infancy. 
There was no extension or regression, and there was no accompanying melano- 
derma. Moreover, according to the authors the condition could not be confused 
with naevus anaemicus of Voerner since the discoloration persisted on pressure 
with the diascope. Histologic examination showed total absence of pigment in 
the epidermis; this was further verified by staining with silver nitrate. 

The second patient, also a female, presented lesions identical with those of the 
first. In both instances there was a family history of a similar condition. 
The authors stress the association of achromic nevi with other nevi of various 


types. Both patients were of subnormal intelligence. The authors regarded the 


condition as a neuro-ectodermatosis. 


RESORPTION OF Dyes By INFLAMMATORY CUTANEOUS LEsIONS. GoUGEROT and 
Decos, Bull. Soc. frang. de dermat. et syph. 43:622 (March) 1936. 


The authors painted inflammatory lesions of the skin (secondary syphilids, 
psoriasis and eczema) with various dyes such as crystal violet, eosin and fuchsin. 
They determined that active inflammatory lesions absorbed the dye within several 
hours, much more rapidly than healthy skin, and that at the end of twenty-four 
hours there was a definite line of demarcation. The zone of absorption corre- 
sponded not only to the visible lesions but to an area from 1 to 2 mm—or in 
some cases from 1 to 2 cm.—of apparently normal skin. In the vicinity of the 
lesion this areola, however, absorbed the dye less rapidly and intensely than the 
lesion itself. The authors feel that this phenomenon showed biologic activity 
over a surface greater than that which the lesion appeared to cover. The 
absorption of dye was regarded as a nonspecific phenomenon, since all types of 
inflammatory lesions acted in the same way. This absorption of dye was 
compared to the absorption of pigment which occasionally is noted in such 
lesions as pityriasis versicolor and syphilids. 


Gastric LICHEN PLANUS. MILIAN and L. Pertin, Bull. Soc, franc. de dermat. 

et syph. 43:644 (March) 1936. 

The authors reported the case of a woman aged 33 who presented lesions on 
the tongue and buccal mucosa which were clinically and histologically typical 
of lichen planus. The patient also complained that for several years previously 
she had suffered from vague gastric upsets. On gastroscopic examination there 
were found in the stomach typical lesions of lichen planus, comparable in all points 
to those in the mouth. There were no lesions on the skin. 

LayMon, Minneapolis. 


HyPNOTISM IN THE TREATMENT OF Psortasis. A. J. KARTAMISCHEW, Dermat. 
Wchnschr. 102:260 (Feb. 29) 1936. 


Kartamischew reports briefly the treatment of ten patients with psoriasis by 
means of hypnotism. He concludes that this method is of definite value though 
very time consuming. Details of the procedure are not given other than the fact 
that “verbal hypnosis” was used. 


THE TREATMENT OF PEMPHIGUS VULGARIS AND FOoLIACEUS WITH GERMANIN, 
WITH PARTICULAR REFERENCE TO A CASE IN WHICH THE CourRsE Was 
AtypicAL. R, Donces, Dermat. Wchnschr. 102:277 (March 7) 1936. 


In four cases of pemphigus, germanin was given, a prompt cure resulting in 
each instance. One patient was in an apparently hopeless condition when first 
seen. The drug was administered intramuscularly rather than intravenously. The 
authors believe that renal damage is less likely to occur when the intramuscular 
route is used. : 
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KERATOSIS FOLLICULARIS SQUAMOSA Dont. T. Aox1, Dermat. Wehnschr. 102: 299 
(March 7) 1936. i 


Keratosis follicularis squamosa of Dohi has been reported as occurring only 
in Japanese, Koreans, Manchurians and Chinese. Ninety-six cases have been 
reported, including the author’s, since Dohi’s report in 1903. The eruption occurs 
principally on the lower portion of the abdomen and on the gluteal and inguinal] 
regions and is usually first noted between the twenty-first and the twenty-fifth 
year of life. The individual lesion is sharply limited and consists of a flat scaly 
papule around a follicle mouth. A case occurring in a 24 year old woman js 
described. 


Is THERE A CONNECTION BETWEEN PEMPHIGUS AND TRAUMA? W. ENGELHARDT 
and G. Trier, Dermat. Wchnschr. 102:309 (March 14) 1936, 


The authors have briefly abstracted twenty-two cases of pemphigus in which 
the condition was due to injury, which have been reported in the literature. They 
describe one additional case in which an injury apparently started an attack of 
pemphigus which proved fatal in fourteen months. They conclude that trauma 
cannot be ruled out as a possible cause of this disease. 


Lupus EryTHEMATOSUS FamILiARIsS. L. N. MASCHKILLEISSON and L. 
Nerapow, Dermat. Ztschr. 73:9 (Feb.) 1936. 


The authors report briefly 8 instances in which 2 or more members of the 
same family had lupus erythematosus. There were in all 17 cases in the eight 
families forming the basis of the study. These were observed between 1921 and 
1934 in the institute for Cutaneous Tuberculosis in Moscow, U. S. S. R., and 
during this period 1,500 patients were found to have lupus erythematosus. 


SeROLoGic CHANGES IN SYPHILIS, GONORRHEA AND TUBERCULOSIS, INCLUDING 

AN EVALUATION OF THE AGREEMENT OF CLINICAL AND SeEROLOGIC FINDINGS 

IN One THOUSAND Serums. H. T. Scureus, Dermat. Ztschr. 73:61 (March) 

1936. 

In 1,000 cases Schreus was able to correlate the serologic with the clinical 
findings. He concludes that syphilis, gonorrhea or tuberculosis may give rise to 
weak nonspecific reactions to the antigens of one or of both of the other diseases. 
A strongly positive reaction to both syphilis and gonorrhea antigen is most likely 
to indicate the presence of both diseases. A strongly positive reaction to one and 
a weak reaction to the other indicates that the weak reaction is not specific. A 
nonspecific reaction to gonorrhea antigen in the presence of syphilis is more apt 
to occur than the reverse. The influence of tuberculosis on the other two reac- 
tions could not be satisfactorily determined from the material examined. 


Giant CELL SARCOMA SUPERIMPOSED ON LuPpuS VULGARIS. STEPHAN EPSTEIN, 

Dermat. Ztschr. 73:66 (March) 1936. 

Epstein describes the case of a patient who had long-standing lupus vulgaris 
of the nose and left cheek. She had received: much treatment, including con- 
siderable amounts of roentgen radiation. A tumor developed on the nose, which 
was histologically shown to be a giant cell sarcoma. A brief review of the 
literature on the subject is included. 


COINCIDENTAL DEVELOPMENT OF TUBERCULOSIS VERRUCOSA CUTIS AND LICHEN 
Ruser Verrucosus. H. Hruszex, Dermat. Ztschr. 73:71 (March) 1936. 


A 59 year old butcher had multiple lesions of tuberculosis verrucosa cutis on 
the backs of his hands; these had been present for seven years. In addition, he 
had hypertrophic lichen planus of the right leg. The author believes that three 
factors were of importance in determining the development of these verrucous 
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(1) a chronic irritation by the tubercle bacillus in the one location and 
virus (?) of lichen ruber in the other; (2) the favorable terrain involved, 
3) the presence of a “disposition” to verrucous lesions. 


-|LATERAL AMPULLAR PHLeBECTASIA. E. Operreit, Dermat. Ztschr. 73:75 
(March) 1936. 


Oberreit describes the case of a patient who had numerous cavernous angiomas 
on various portions of the body. All the lesions were on the right side. One of 
the lesions on the tongue was excised, and the histologic changes are described. 
Notable were the relatively thin vessel walls, which lacked muscle fibers. 


Taussic, San Francisco. 


Tue Fucus REaActTION IN Sypuitis. E. HaAsecaAwa, Hifu-to-Hitsunyo 4:160 

(April) 1936. 

In all cases in which the Wassermann, Sachs-Georgi, Meinicke or Murata 
reaction was positive the Fuchs reaction was also positive, and in two cases in 
which the former reactions had apparently become negative as a result of 
treatment, the Fuchs reaction remained positive [residuum of syphilitic infection?]. 
This led the author to consider ‘the possibility that this reaction may be of especial 
value in cases of old infection in which it is desirable to ascertain whether the 
disease is completely eradicated. 

In computing the percentage of agreement in results, however, the author 
classes the so-called “reaction of immunity,” of which there were five instances, 
as a form of positive reaction. This he justifies by showing that these immune 
reactions will become positive after ultrafiltration (Zsigmondy method) of the 
serum to be tested. 

The author does not believe that the Fuchs theory (namely, that antigen 
unites with antibodies, forming a larger and more complex molecule, which is then 
precipitated by the trichloro-acetic acid) fully explains the immune and other types 
of reaction, and he supplements it with a theory of his own, which he seems to have 
substantiated fully by clinical observation and experimentation with rabbits immun- 
ized to egg white, rabbits inoculated intratesticularly with syphilis and rabbits with 
transplantable sarcoma, treated by radiation. 

According to the author’s theory, the various types of response and particularly 
the “reaction of immunity,” to which he later devotes an exclusive study (Hifu-to- 
Hitsunyo 4:311 [June] 1936), may be explained on the basis of the interreactions 
of a ferment and an antiferment, the ferment having the smaller molecule and 
being largely left behind in the serum during separation of the fibrin, while the 
greater part of the antiferment or antiserum is adsorbed to the surface of the fibrin 
and removed with it from the serum. 


CONTRIBUTION TO THE KNOWLEDGE OF LYMPHOGRANULOMA VENEREUM, Par TICU- 
LARLY AS REGARDS THE SO-CALLED CELLULAR INCLUSION BoplEs (MIYAGAWA, 
MITAMURA AND YAor). T. Hasuimoto, M. Mryasawa, T. TANAKA, J. 
KaGAYA and A. Arpa, Jap. J. Dermat. & Urol. 39:228 (Feb.) 1936. 


In a previous report Miygawa ascribed specificity to the extremely small bodies, 
staining by Giemsa method, which he observed in the large monocytes of ordinary 
smears of pus from lesions of lymphogranuloma venereum. In the issue of the 
Japanese Journal of Dermatology and Urology of March 1935 Toyama and his 
collaborators stated that they observed bodies similar to these in cases of other 
diseases, and they did not admit the specificity of these bodies. For several 
months the authors have studied these cell inclusions in human and animal material. 
They have consistently demonstrated the tiny reddish violet bodies scattered 
throughout the protoplasm of the monocytes but have not been able to bring them 
out in smears of pus from subjects with other diseases. Passage through animals 
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facilitates their demonstration. These bodies are not asserted ipso justo to be the 
causative virus of lymphogranuloma venereum, but they are believed to be specific 
for this disease. 

In the abstract of the article by Toyama and his co-workers, which will shortly 
appear in the ARCHIVES, this matter was not mentioned; however, the crux of 
Toyama’s observations is evident from two pages of illustrations in color which 
accompany the original article. For the convenience of research scholars who are 
not familiar with the Japanese language, translations of the titles of some of the 
illustrations are appended. They are as follows: 

Fig. 17 (monkey no. 14)—Edema of the cerebral parenchyma and perivascular 
infiltration (Giemsa stain). 

Fig. 18 (monkey no. 24)—Cellular infiltration of the cerebral meninges and 
parenchyma (Nissl stain). 

Figs. 19 and 20.—So-called inclusion bodies from the enlarged gland of a patient 
with lymphogranuloma venereum. 

Fig. 21—So-called inclusion bodies from the cerebrum of a monkey inoculated 
intracerebrally with material from a patient with lymphogranuloma venereum. 

Fig. 22—Stained particles, resembling inclusion bodies, from soft chancre 
bubo. 

Fig. 23—Stained particles resembling inclusion bodies from the pus from 
gonorrheal urethritis (upper part of figure). Intracellular gonococci (lower part 
of figure). 

Fig. 24—Stained particles resembling inclusion bodies observed in a case of 
kerion Celsi. 

Fig. 25—Stained particles resembling inclusion bodies in material from a 
syphilitic bubo. 

Fig. 26—Stained particles resembling inclusion bodies observed in a case of 
tuberculous cervical lymphadenitis. 


INFLUENCE OF EczEMATOUS CHANGES ON THE ADRENAL GLANDS: EcCZEMATOUS 
CHANGES AND THE EPINEPHRINE CONTENT OF THE ADRENAL CAPSULE. E. 
TosuHmma, Jap. J. Dermat. & Urol. 39:423 (April) 1936. 


Croton oil dermatitis was induced in large white male rabbits by the usual 
technic, and beginning with the third day after the procedure from two to five 
of the animals were killed at three day intervals for thirty-five days. The 
epinephrine content in milligrams per gram of damp weight of adrenal tissue 
was determined by the Kodama modification (J. Biochem. 1:281, 1922) of the 
colorometric method of Folin, Cannon and Denis and compared with a normal 
value (1.347 + 0.064) previously established by the author for normal rabbits. 
By this means it was found that on the third day of the dermatitis the epinephrine 
content had decreased to about half the normal value, that it then rose by the 
fifth day to within the lower border of the normal and remained irregularly at 
this level until about the beginning of the period of convalescence (thirtieth day), 
and that it again dropped sharply to about half the normal average value and 
gradually rose again. However, on the thirty-fifth day it was still somewhat below 
normal. 

The author believes that the rather abrupt rise following the marked drop 
on the third day may be due to reflex stimulation of the adrenal cortex and that 
the rather sudden drop on the thirtieth day may be connected with its rehabilitation. 
He does not try to attach any other immediate significance to the results of his 
experiments. 


EXPERIMENTAL STUDY ON THE SEDIMENTATION RATE OF ERYTHROCYTES IN 
Sypuitis. G. MortyaAma and M. Hanasono, Jap. J. Dermat. & Urol. 39:432 
(April) 1936. 

In rabbits inoculated intratesticularly with the virus of syphilis, it was 
determined that the sedimentation rate (Westergreen) was accelerated during 
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eriod of the initial induration. When the reticulo-endothelial system was 
ed by means of intravenous injections of india ink the acceleration regularly 
observed in healthy rabbits was found to be absent or at least irregular in 
-vphilitic rabbits. This strongly suggested a prior involvement of this system by 
she syphilitic virus. Again, extirpation of the spleen or administration of a splenic 
extract had less influence on syphilitic than on healthy rabbits, This also suggested 
that at least part of the change in the sedimentation rate of erythrocytes in syphilis 
is to be ascribed to the reticulo-endothelial system. 
DIAGNOSTIC VALUE OF EPICUTANEOUS REACTION TO TUBERCULIN OINTMENT. R. 
Miki and S. Aral, Jap. J. Dermat. & Urol. 39:449 (April) 1936. 


[wo preparations were used. The first is designated a “water in oil” 
preparation and consists of 1 cc. of old tuberculin, 1 cc. of hydrous wool fat and 
8 cc. of petrolatum. The second is designated as an “oil in water’ preparation; 
it consists of 1 cc. of old tuberculin, 1 cc. of lecithin and 1 cc. of petrolatum. 
The greater number of positive reactions were secured with the first preparation. 
The usual procedure was to clean the outer side of the upper portion of the arm 
with alcohol and ether, apply the salve and cover the site with adhesive plaster 
and a firm bandage. The reaction usually appeared after forty-eight hours, but 
in some instances it was delayed, appearing after ninety-six hours. The usual 
reaction consisted of erythema, papulation, sometimes vesiculation and rarely 
pustulation. A positive reaction was obtained in 79 per cent of patients with 
tuberculous disease of the skin. Patients with tuberculous conditions of organs 
other than. the skin had positive reactions in approximately 40 per cent of 
instances, and in patients without known tuberculous involvement the incidence 
of positive reactions was about 23 per cent. 

Owing to some discussion as to the similarity or difference of histologic 
changes at the site of the test with the ointment and at the site of the Pirquet test, 
biopsy material was studied, and it is noted that in the early stages there is a 
difference at the sites of the respective tests; the changes produced by the 
ointment are chiefly in the epithelial layer (edema, vesiculation or pustule forma- 
tion) and in the perifollicular regions of the corium (round cell infiltration), 
whereas those produced by the Pirquet test consist chiefly of a round cell infiltra- 
tion about the path of the needle and about the regional blood vessels. The 
authors state that this difference is due to the method of absorption; when ointment 
is used absorption is from the epithelium of the surface and the pores of the 
hair follicles, and when tuberculin is injected absorption is directly into the blood 


vessels. J. W. Brennan, Chicago. 
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EuGeNe F. Traus, M.D., Secretary 


Lupus Erythematosus Disseminatus. Presented by Dr. Howarp Fox. 


B. H., an unmarried woman aged 27, a secretary, was first seen by me on May 7, 
1936. As she had suffered from pain in various joints, especially in the fingers, 
for four months, a tonsillectomy was performed on April 8. On April 18 the 
patient acquired a severe sunburn of the entire face. A week later the redness dis- 
appeared from the forehead and chin. The patient then presented a fairly sym- 
metrical eruption, involving the nose, cheeks and eyelids and to a smaller extent 
the neck and chest. On the face the lesions were bright red, fairly well demarcated 
and covered with fine branny scales. There was moderate edema about the eyes. 
On the chest and neck there were diffuse small areas of redness, surrounded by 
numerous punctate red spots. The entire eruption caused a burning sensation. 
The patient’s general condition was poor. She was weak, suffered from insomnia 
and frequently vomited bile. There was no dyspnea on exertion. For ten days 
the patient suffered from fever, the temperature ranging from 99 to 102 F. Since 
the tonsillectomy she has lost 16 pounds (7.3 Kg.). 

She entered the Methodist Episcopal Hospital in Brooklyn under the care of 
Dr. John C. Graham on May 9, 1936. Roentgenograms of the sinuses and chest 
on two occasions showed no abnormalities. The patient continued to lose weight 
and to have febrile symptoms. Her general condition became alarming, and on 
June 9 she was given a transfusion of 500 cc. of blood. On the second day her 
general condition began to improve, and four days later her temperature was 
normal. She was then given injections of liver extract and irrigations of the 
colon. During her stay of six weeks in the hospital she suffered from persistent 
ulceration at the site of the previous tonsillectomy and from bilateral retinitis, 
which is still present. The attending ophthalmologist, Dr. E. C. Place, reported 
on May 26 as follows: ‘The patient has a number of small areas of acute retino- 
choroiditis about the disk, which is clear. At one place temporally the branches of 
a vein show small hemorrhages. There are no changes in the vessels.” On 
June 3 he reported: “The left eye is now similarly involved with exudates, but 
no hemorrhage. The disk and the vessels continue to be normal. The diagnosis 
is retinitis of unknown source.” The patient also suffered from considerable loss 
of hair, and her nails became thin “like paper.” On the day following the blood 
transfusion there was leukocytosis, the leukocyte count being 24,550. On five sub- 
sequent occasions from May 14 to June 15 the number of leukocytes varied from 
4,150 to 6,250, with a lymphocytosis of moderate degree. The hemoglobin content 
rose in a month from 55 to 80 per cent. 

The patient has gradually regained flesh and strength, although she is not yet 
able to resume her former work. At the site of the former reddish areas on the 
cheeks she now shows light yellowish brown and more or less mottled pigmenta- 
tion. Since the middle of October she has again begun to suffer from pains in 
the interphalangeal joints and those of the shoulders, knees and ankles. 


DISCUSSION 

Dr. Ray H. Ruttson: I should like to ask Dr. Fox whether the improvement 

was thought to be due entirely to the one blood transfusion. That is not quite 
clear in my mind from the history. 
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Frank C. Combes: I think this woman has an infection somewhere. 
| understand that she has had all possible foci of infection removed. It is unfor- 
te that smears were not made from these foci, vaccines prepared and tests for 
rial allergy done. I feel that something might be found by determining 


ilild 


bact 


whether or not she has an allergy to certain bacteria and whether or not she 
has an immunologic reaction to those bacteria. This could be done according 
to the technic of Drs. M. de M. Touart and Thomas, of the French Hospital. 
They have had some very good results. 

Dr. EuGENE F. Traus: This patient had some retinal changes. Were there 
nv cardiac changes? Does this fit in with the Libman-Sachs syndrome? 


Dr. Ray H. Ruttson: Were cultures of the blood made? 


Dr. Frep Wise: I want to report a case similar to this one in which the 
condition was cured with streptococcus vaccine at the Hospital for Joint Diseases. 
The treatment was purely empirical. The patient was on the verge of death but 
recovered under treatment with streptococcus vaccine. 

Dr. Howarp Fox: The records from the Methodist Episcopal Hospital did 
not state whether a culture of the blood was made. In answer to Dr. Rulison’s 
question I would say that this woman was extremely sick when she was in the 
hospital but began to improve two days after a rather large blood transfusion. 
She did not receive streptocoécus vaccine. The ulcer at the tonsillar site was a 
possible source of infection. Examination of the sinuses, however, showed nothing 
abnormal. I am planning to test the blood against various strains of streptococci, 
and if positive results are obtained, a vaccine may be tried. The prognosis seems 
to me to be unfavorable. 


Actinomycosis. Presented by Dr. Frep WIsE. 


J. E., a woman aged 24, a secretary, born in the United States, was first seen 
Oct. 2, 1936, at the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital with an eruption of fifteen months’ duration involving the 
left cheek. She has been under the care of Dr. Charles Robert Rein. The patient 
states that fifteen months ago she noticed a swelling of the left cheek and con- 
sulted her dentist, who extracted an impacted lower left molar. The swelling 
had been present for five weeks prior to extraction. Immediately after the extrac- 
tion there was a marked increase in the swelling. During the past fifteen months 
the swelling was incised repeatedly, but only on rare occasions was it possible 
to express any purulent material. The patient states that she has gained 30 
pounds (13.6 Kg.) during the past year. 

The patient presents marked edema of the left cheek, most pronounced over 
the malar prominence and extending to the temporal area. This swelling has a 
boardlike rigidity and pits slightly on pressure. On the left lower eyelid, near 
the outer canthus, there is an open, draining sinus. There are several other drain- 
ing sinuses in the temporal area and at the angle of the jaw. There are three 
irregular scars resulting from heaied sinuses. The patient is able to open her 
mouth only about % inch (1.3 cm.). 

Examination was made of the pus from one of the sinuses on Oct. 2, 1936, 
and several typical ray fungus bodies were demonstrated. During the past eight 
weeks the patient has received weekly roentgen therapy, 75 roentgens filtered 
through 3 mm. of aluminum to the left cheek. She has been taking potassium 
iodide by mouth, and at the present time the dose is 50 drops of a saturated solution 
three times a day. 


A Case for Diagnosis (Lymphocytoma?). Presented by Dr. Paut E. Becuert. 


S. K., a boy aged 7 years, born in the United States, was seen at the Skin 
and Cancer Unit of the New York Post-Graduate Medical School and Hospital 
on Aug. 11, 1936, with an eruption of four months’ duration. The eruption began 
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as an erythematous macule on the calf, below the left knee, and spread upward 
to the thigh and downward to the ankle and instep. There were also a few lesions 
on the left eyelid. The patient is in good physical condition. 

At this time the patient presents a number of brownish macules, oval and 
approximately 1 inch (2.5 cm.) in diameter. They are more or less grouped and 
in distribution tend to follow the course of the sciatic nerve. The more recent 
lesions occur about the internal malleolus and are hard, red and about the size 
of a lentil. The lesions appear to be hemorrhagic. There is no history of 
ingestion of drugs. 

Microscopic examination of sections of tissue suggests a lymphocytoma, and 
there is no evidence of either Majocchi’s disease or herpes zoster. Treatment 
has consisted of solution of potassium arsenite (which had to be discontinued 
because of nausea) and local applications of 4 per cent salicylic acid in resorcinol 
paste. There has not been any improvement with this therapy. 


DISCUSSION 

Dr. GeorGeE M. MacKee: I question that the condition is any one of the lympho- 

blastomas. I think it is essentially a telangiectasia. There is a little telangiectasia 

remaining, as well as some pigmentation caused by ruptured vessels. In other 

words, it is a combination of telangiectasia and purpura, with iron pigmentation, 

It is not Majocchi’s disease but something, perhaps, that belongs in that general 
category. 


Sebaceous Adenoma. Presented by Dr. Frep Wise. 

R. W., a Russian woman aged 35, a housewife, entered the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital on Oct. 31, 
1936, with an eruption confined to both cheeks. The eruption began seven months 
previously as a single lesion, and since that time numerous other lesions have 
appeared on both cheeks. The patient is in good physical condition. 


On examination she presents numerous discrete or grouped smooth raised 
lesions, varying in size from that of a pinhead to that of a split pea, of definitely 
paler tint than the surrounding skin. There are no comedones, nor are there any 
lesions on the shoulders. The condition is painless, and the patient desires remoyal 
of the lesions for cosmetic reasons. 

A biopsy was performed, and the report from the pathologic laboratory 
indicated adenoma sebaceum. 

DISCUSSION 

Dr. Howarp Fox: The picture is certainly not the ordinary one of the Pringle 
type of adenoma sebaceum. The eruption did not begin in childhood; it is not 
red and is not in the usual location for that disease. 

Dr. Frep Wise: I agree with Dr. Fox that the condition is not adenoma 
sebaceum. 

Dr. Georce M. MacKee: I agree with Dr. Fox that the disease is not adenoma 
sebaceum. I think it may be a sebaceous adenoma. The lesions in sebaceous 
adenoma, however, are usually of very slow evolution—much slower than that 
in this case—and usually, but not always, are umbilicated papules. Sometimes they 
are globular papules and sometimes translucent. The only other thing I can think 
of is benign cystic epithelioma. 

Dr. Eucene F. Traus: I agree with what has already been said. I think 
without a doubt the condition belongs to the group of sebaceous adenomas. 

Dr. Jack WorrF (by invitation): I saw the microscopic slides. They were 
typical of sebaceous adenoma. The diagnoses that were considered on the patient's 
admission were multiple benign cystic epithelioma and tricho-epithelioma. The 
diagnosis of sebaceous adenoma was not considered at that time. 

Dr. Henry H. Wauirtenouse: I think that clinically the disease is sebaceous 
adenoma. 
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PauL E. BecuHet: It is interesting to note how histologic observations 
ionally differ entirely from typical clinical manifestations. Here is an eruption 
ch clinically does not at all resemble adenoma sebaceum, yet is so diagnosed on 
y. I should be inclined to rely on the clinical appearance, which strongly 
rests multiple benign cystic epithelioma rather than adenoma sebaceum. 


Infiltrating Basal Cell Epithelioma. Overtreated Hemolymphangioma? 

Presented by Dr. Frep WIsE. 

FE. S.. a married woman aged 29, born in the United States, an embroiderer, 
entered the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital on April 21, 1936, with a lesion over the left deltoid muscle, 
which had arisen in the site of a successful vaccination performed in 1921. Six 
months later the scar was approximately 1 inch (2.5 cm.) in diameter, slightly 
red and raised. Fine blood vessels were beginning to appear in it. During the 
next fifteen years the number of vessels increased, but the scar remained otherwise 
practically unaltered. 

In April 1935, being afraid of the consequences of so unusual a scar, the patient 
had it treated with silver nitrate. This produced a crust, which has remained 
ever since. From August 1935 until April 1936 the patient was under continuous 
treatment, receiving ultraviolet irradiation once weekly. During this time two 
injections of a sclerosing material were made into the fine vessels, and solid carbon 
dioxide was applied on two or three occasions. Neither of these procedures 
produced any beneficial effect. The lesion began to spread peripherally in October 
1935 and has continued to do so ever since. The central crust will fall off, and 
a new one will form. 

On examination, there is a sharply defined indurated erythematous area, measur- 
ing 2 inches (5 cm.) in diameter, over the upper, outer aspect of the left arm. 
The lesion is painless. It has a definitely raised edge, and the central area, 1 inch 
(2.5 cm.) in diameter, is deeply crusted over. Between the crust and the periphery 
many fine blood vessels traverse the lesion, so that it has the appearance of a 
radiodermatitis. There is no satellite lymphadenopathy. 

Microscopic examination on section of tissue showed a picture of basal cell 
epithelioma of the infiltrating variety. 


DISCUSSION 
Dr. Ray H. Rutison: I think the condition is a morphea-like epithelioma. 


Dr. Frank C. Compes: I agree with Dr. Rulison. The telangiectasia looks 
like a sequela of roentgen irradiation, but the lesion is probably an epithelioma 
of morpheic type. 

Dr. Henry H. WHITEHOUSE: Clinically I think it is now an epithelioma. 

Dr. GeorGeE M. MaAcKee: It is a little difficult to classify the condition 
clinically because of the history. We learn from the patient that there was what 
was presumably an angioma at the site of the present lesion. There was also a 
scar from vaccination. This trouble is said to have begun in or near that scar. 
Under the microscope the lesion is a deep, infiltrating basal cell epithelioma. 


Prurigo Nodularis. Presented by Dr. Frep Wise. 


M. L., a Negress aged 25, married, born in the United States, entered the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital on Oct. 1, 1936, with an eruption of ten years’ duration. The eruption 
began on the trunk and the extremities as a group of small pruritic nodules, 
which gradually increased in number and size. The patient is in good physical 
condition. 

On examination the patient presents numerous discrete pea-sized pigmented 
pruritic nodules scattered over the forearms, the hands and the upper part of the 
chest and the back. Some are slightly verrucous, and the skin surrounding these 
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lesions is definitely lichenified and more heavily pigmented than elsewhere, appear- 
ing almost coal black. The lesions on the upper part of the back and on the 
edges of the palms are smaller than those on the forearms. 

Four roentgen treatments were given to the patient prior to the last twelve 
months, but no success attended the procedure. The lesions are said to be more 
pruritic when the patient is nervous and also just before and during the menstrual] 
periods. External medication and intravenous injections of strontium bromide haye 
not ameliorated the condition. The Wassermann reaction was negative. 


DISCUSSION 


Dr. Paut E. Becuet: The most interesting part of the picture is the enormous 
number of lesions on the trunk, in addition to those on the extensor surfaces of 
the arms and legs. The most careful investigation of the history failed to elicit 
any history of ingestion of drugs. 

Dr. Howarp Fox: ‘I think the diagnosis of prurigo nodularis should be 
accepted, though this condition is not a classic type of the disease, which is usually 
confined to the extensor surfaces of the extremities. Some of the lesions on the 
back are merely pigmented macules. The entire process, however, is certainly 
a prurigo-like eruption. 

Dr. Eucene F. Traus: This patient was presented before the Philadelphia 
Dermatological Society by Dr. John H. Stokes. Perhaps some information could 
be obtained from him. 

Dr. Georce M. MacKee: The nodular eruption, of course, is the reason for 
the presentation of the patient. I agree with Dr. Fox that the disease is not 
classic prurigo nodularis. However, I think that diagnosis can be accepted. The 
most interesting feature is the remarkable rugous eruption on the wrists, gradually 
fading away on the forearms. I think several parts of the body showed that, 
which in its clinical appearance suggests acanthosis nigricans. It does not fit 
the picture of pellagra or vitamin deficiency. I do not know what it is. The 
black rugous appearance cannot be removed with soap and water, and the patient 
has had it for eight years. 

Dr. ARTHUR W. GRACE (by invitation): Does not a heavy black pigmentation 
of the skin appear in Negroes when they scratch? 

Dr. Howarp Fox: I would answer “yes” decidedly to Dr. Grace’s question. 
Intense pigmentation occurs in the skin of the Negroes as well as in that of white 
persons after scratching. 

Dr. Frep Wise: According to a recent article by Pautrier, a definite diag- 
nosis of prurigo nodularis can be made by histologic examination, owing to the 
occurrence of nerve fibers within the tumorous masses. In that article it is 
stated that there is no other disease in which this peculiar mass of nerve fibers 
occurs and is stainable with the Masson stain. Pautrier stated definitely that 
although Recklinghausen’s disease also shows the presence of nerve fibers, there 
is a difference under this stain. As regards the lesions on the body, of course they 
vitiate the diagnosis somewhat, but I see no reason why the etiologic factors 
that produce the lesions on the arms cannot in isolated cases produce similar lesions 
on the body. The fact that the patient has lesions on the body would not deter 
me from diagnosing the lesions on the arms as prurigo nodularis. 


A Case for Diagnosis (Lesions on the Thumb). Presented by Dr. Eucene F. 
TRAUB. 


L. L., a woman aged 33, a private patient, was first seen on Nov. 12, 1936. 
About three weeks previously the patient, who is a masseuse, noticed a slight 
soreness on the right thumb. Two tiny papular lesions developed near the lateral 
edge of the nail. It was thought by a dermatologist who saw her at that time 
that they contained pus, but the patient states that when an incision was made 
nothing but clear blood was obtained. Following the two original lesions, a third 





SOCIETY TRANSACTIONS 383 


arger lesion developed on the ball of the thumb. All were red and inflamed 
ng and seemed acute, although little change was noted over a period of ten 
The patient was given several roentgen treatments, but as yet no improve- 

+ is to be observed. The patient is presented for diagnosis and for suggestions 

to therapy. 

DISCUSSION 

Dr. JosepH J. Etter: I think the lesions are common warts. 

Dr. Frep WisE: They resemble the so-called milker’s nodules. 

Dr. GeorGE M. MacKee: I agree with Dr. Eller that the case is one of 
verruca vulgaris. There is in my experience such a thing as an acute wart of the 
common type, and if such a lesion is examined carefully, a kernel will be noted 
in the center. In other words, the wart itself is very small but is surrounded 
by a tremendous amount of reactive inflammation. In the larger lesion there 
will be about three kernels. 

Dr. Howarp Fox: The appearance of some of the lesions suggests papulo- 
necrotic tuberculid. The probability of this diagnosis is, however, slight, as there 
is no tenderness. The possibility that the lesions are ordinary warts is one to be 
considered, though the picture is obscured by the presence of surrounding 
inflammation. 

Dr. Georce M. MacKee:: I do not know whether the inflammatory reaction 
in cases like the present one is due to bacteria or to a chemical. I do not know 
whether the inflammation is part of the wart or not, but I am inclined to think 
it is all due to the virus causing the wart. 

Dr. Ray H. Ruttson: May I suggest that molluscum contagiosum may possibly 
be developing in this patient? 

Dr. Henry H. WHITEHOUSE: I did not see any evidence of warts. Most 
of each lesion appeared to be inflammatory. No hardness could be felt under- 
neath. The condition looks much like a bacterial infection. I do not think there 
is any infiltration. Of course, microscopic examination will tell whether or not 
there is a wart. 

Dr. EuGene F. Traus: In the beginning this patient was seen by a good 
dermatologist, who thought there was pus in the lesions. He incised two of them 
and said that he obtained a little pus. The patient is intelligent, and she says 
that he did not get any pus—that he obtained just clear blood. I considered the 
possibility of warts, but the condition seemed almost too diffuse and inflammatory. 
The crusting is due to treatment. I do not know whether the patient will permit 
removal of tissue for biopsy. 


A Case for Diagnosis (Dermatitis Actinica Caused by the Rays of the 
Sun). Presented by Dr. Josepu J. Ever. 


W. P., an American man aged 61, has a vesicular and bullous dermatitis 
strictly limited to the exposed parts. He states that the condition has been 
present for five months only. There are no other symptoms or signs. The past 
history and the results of physical examination are entirely insignificant, save 
for a persistent floridity of the face, hands and arms and an unusually large number 
of freckles. A few new bullae are present on the hands and neck. The only 
important laboratory finding was that an abnormal amount of hematoporphyrin 
was present in the urine, according to chemical and spectroscopic tests. Treat- 
ment with arsenic and calcium and a diet high in vitamins have resulted in some 
improvement. 

DISCUSSION 


Dr. ArtHUR W. Grace (by invitation): I looked at this man’s tongue for 
evidence of absence of papillae. If the condition fell into the group of diseases 
like pellagra, there should be some lack of papillae on the tip of the tongue. The 
patient did not show this. I wonder what the result of a gastric analysis would 
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be in this patient. It might help the diagnosis if he were found to have achylia 
or achlorhydria, particularly achylia. I also wonder what would be the effect 
of liver therapy. 

Dr. Eucene F. Traus: I noticed several bruises on this man’s. hands. | 
wonder if some of these blebs might have been produced mechanically. | do 
not mean that he is a malingerer, but I suggest an occlusive dressing as a evod 
therapeutic measure. 

Dr. GeorceE M. MacKee: This man has definitely the so-called farmer's 
skin, but that does not mean necessarily that he has the type of sensitivity to 
light that would produce an acute eruption. It might help to test him out with 
various types of light, that is, that portion of the spectrum running from infra- 
red to ultraviolet, to see if he is sensitive to light and if bullae can be produced 
with it. The evidence in favor of sensitization to light is not very strong. The 
condition began in the spring. We do not know, of course, what would have 
happened if the patient had stayed in New York during the winter. There is 
some evidence that in association with this so-called farmer’s skin there is an 
avitaminosis, but it is not conclusive yet. If that is a fact, there may be an 
avitaminosis here. I have no suggestions to make in arriving at a diagnosis, 
except that the patient be tested for sensitization to light. The condition occurs 
on the face, the hands and the lips. I suppose that other things, such as eruptions 
caused by drugs, have been considered and ruled out. Bullous iododerma and 
erythema multiforme bullosum sometimes occur on the lips and hands, and even 
an incipient pemphigus might be considered here. 

Dr. Ray H. Rutison: I have an idea, which I cannot defend in any way, 
that this is a self-induced eruption. 

Dr. JosepH J. Etter: As Dr. MacKee has mentioned, I did consider bullous 
erythema multiforme and dermatitis herpetiformis, as well as an eruption caused 
by drugs. What made me think of the possibility of sensitization to sunlight 
was the large amount of hematoporphyrin found in the urine. I do not think 
the eruption was self-induced because of the fact that the bullous lesions when 
first seen appeared to spring up from the normal skin. The lesions also appeared 
mostly on the exposed areas of the skin. The patient's general health is apparently 
good. I have made a note to check the gastro-intestinal tract. 


Dr. EuGENE F, Traus: What is this man’s occupation? 
Dr. JosepH J. ELLER: His occupation is selling stoves and things of that type. 


A Case for Diagnosis (Tuberculosis Verrucosa Cutis of the Hand and 
Foot? Atrophic Lupus Vulgaris of the Forehead and Scalp?). Pre- 
sented by Dr. Frep WISE. 


R. B., a woman aged 52, a housewife, born in Russia, was first seen at the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital on Nov. 24, 1936, with an eruption of two years’ duration involving the 
scalp, face, hand and foot. A similar condition had been present on the chest 
seven years previously, which disappeared under ultraviolet ray therapy. The 
patient has been married thirty-three years, and her husband is living and well. 
She gives a history of three miscarriages and no deliveries at full term. No 
history of syphilitic infection has been obtained. 

On examination the anterior half of the right side of the scalp and the right 
half of the forehead present a nonpruritic dry erythematous area covered with 
small silvery scales. The lesion is slightly indurated, and a few nodules of the 
size of a match head can be seen scattered through it. The scales are massed 
with particular density on the cheek, just anterior to the right ear. The whole 
of the lesion on the scalp and the face shows a slight degree of atrophy. The 
right pinna auris and external auditory meatus are involved in the same process. 

On the dorsum of the left hand, just above the metacarpophalangeal joint of 
the index finger, is a sharply raised purplish infiltrated plaque, approximately 
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| inch (2.5 cm.) in diameter, with an outlying smaller nodule of similar type. 
The lesions are painless and nonpruritic, and both show a central yellow crusted 
portion. During the past two years considerable ultraviolet radiation has been 
given to these lesions. On the dorsum of the left foot there is a lesion of the 
same type as that on the left hand, which, in addition to being larger, is more 
elevated and more indurated. The central portion of the pedal lesion, however, 
does not present any ulceration but is thickly covered with adherent silvery white 
scales. 

Tissue was taken from the lesions on the scalp, the hand and the foot, but 
a study of the sections was inconclusive. 


DISCUSSION 

Dr. Howarp Fox: The lesions on the hand and the foot look to me more 
like lichenified eczema than like verrucous tuberculosis. Whether or not the 
eruption on the face is inflammatory I do not know. Features against the diag- 
nosis of lupus vulgaris are the initial appearance of the lesions rather late in life 
and the absence of apple jelly nodules under pressure with the diascope. 

Dr. Henry H,. Wuirtenouse: The lesion on the foot looked to me clinically 
like tuberculosis verrucosa cutis. As I understand it, the lesion on the forehead 
has had roentgen and other treatment, and I do not think it is in any condition 
to allow a diagnosis to be made this afternoon. 


Dr. FRANK C. Compes: I agree with Dr. Whitehouse that, considering the 
roentgen treatment the patient has had on the foot and hand, the lesions may be 
tuberculosis verrucosa cutis. At the present time, however, they do not look 
very suggestive of that condition. As regards lichenified eczema, I do not see 
much lichenification, and the patient does not seem to do much scratching. The 
lesions are noticeably verrucous. I am not sure of the diagnosis of the eruption 
on the forehead. If the lesions on the hand and the foot are tuberculosis verrucosa 
cutis, I do not see any reason why the lesions on the forehead and the scalp 
cannot be lupus vulgaris. 

Dr. EuGene F. Traus: Dr. Wise tells me that these lesions look quite 
different in the daylight, but I agree with Dr. Fox that under this light the lesions 
on the foot and on the back of the hand look like lichenified eczema. There 
are thickening and fissuring. I do not think one ever sees that type of fissuring 
in verrucous tuberculosis. The lesion on the forehead is said to show atrophy 
in the center. It would seem that the atrophy is more apparent than real. I 
do not see why the whole picture cannot be fitted into that of an eczematous 
eruption of some type. 


Dr. Paut E. Becnet: I agree with the diagnosis of Dr. Wise for the follow- 
ing reasons: The lesions on the base of the toe and on the hand are discoid. 
The lesion on the toe has a clearing center and a raised border and is somewhat 
verrucous, which is against a diagnosis of lichenified eczema. The patient may 
have had some itching and scratched it, with resulting scratch marks. The patch 
on the right side of the head struck me as being markedly atrophic in the center 
and of a superficial flat type, much resembling the condition first described by 
Leloir in 1891 under the title lupus vulgaris erythematoides. I think all the lesions 
are probably due to the same cause, and that, most probably, is tuberculosis. 


Xanthoma Papulosum Multiplex. Presented by Dr. Frep Wise. 


L. S., a woman aged 25, a housewife, born in the United States, was first seen 
at the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital on Oct. 17, 1936, with an eruption of four months’ duration. The erup- 
tion began as a single lesion, which was followed by many similar lesions. The 
patient is in good physical condition, and there is no history of diabetes or any 
other endocrine disturbance in the family. 

On examination the patient presents a large number of discrete brownish yellow 
lesions, varying in size from that of a match head to that of a split pea, which are 
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slightly raised, round and hard and tend to occur in clusters. They are distributed 
over the chest, the back and the axillae and are neither painful nor pruritic. 

The histologic picture is that of xanthoma. There is slight albuminuria byt 
no glycosuria. 

DISCUSSION 

Dr. EuGene F. Traus: The only question here is whether this eruption belongs 
in the diabetic class. The clinical appearance fits that type of xanthoma, and the 
laboratory data are still inconclusive. The urinalysis gave no indication of sugar, 
but no determination of sugar in the blood has been made. 


Lichen Planus Annularis. Multiple Benign Cystic Epitheliomas of the 
Lower Eyelids. Presented by Dr. EuGENE F. Travs. 


P. V., a woman aged 32, was first seen on Nov. 23, 1936, at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital. She 
has an eruption of four years’ duration, which is limited largely to the inner, upper 
aspects of both thighs. Here she presents a number of annular lesions which have 
thin papular borders of a violaceous color. Milky striations can be seen through- 
out. The centers of the annular patches in some instances are clear, and in others 
there is a verrucous formation, which may be a reaction to the friction of the two 
approximate cutaneous surfaces. An increased pigmentation is also present. In 
addition to the annular lesions of lichen planus, the patient presents on the face, 
particularly about the lower eyelids, numerous discrete yellowish papular lesions, 
some of which become confluent but none of which attain a large size. These 
present the classic picture of multiple benign cystic epitheliomas. 


DISCUSSION 


(The members were in unanimous agreement with the diagnosis as presented.) 


Spindle Cell Sarcoma. Presented by Dr. Paut E. Becuert. 


F. S., a man aged 26, born in the United States, a worker in a garage, entered 
the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital on Oct. 24, 1936, with a lesion of three years’ duration on the right leg. 
A few weeks prior to the development of the lesion the affected area was struck 
by a piece of iron. The lesion began as a small nodule and has gradually increased 
in size. It was never painful, nor has there ever been any ulceration. There are no 
lesions elsewhere. 

On examination the patient presents an approximately circular raised purple 
subcutaneous mass over the junction of the middle and the distal third of the right 
tibia. The lesion is raised about % inch (0.6 cm.), the skin being intact. There 
is no tenderness. The lesion has not affected the underlying periosteum. The 
lymphatics of the skin on the same side are not involved. 

The patient is in excellent physical condition, and a recent complete physical 
examination revealed no other pathologic changes. The Wassermann reaction was 
negative. Microscopic examination on Oct. 24, 1936, showed a spindle cell sarcoma. 

On Novy. 10, 1936, 300 roentgens of roentgen radiation with a 3 mm. aluminum 
filter was given to the lesion. A similar treatment was given two days later and 
another on Nov. 19, 1936. There has been marked improvement. 


DISCUSSION 


Dr. EuGene F. Traus: Why did this lesion respond so well to roentgen radia- 
tion? Sarcomas of this type are ordinarily not radiosensitive. 


Dr. GeorceE M. MacKee: None of the sarcomas except lymphosarcoma is 
radiosensitive to an appreciable degree, but every once in a while a sarcoma will 
respond satisfactorily to roentgen radiation. Even a melanoma, which is not a 
sarcoma but is also not at all radiosensitive as a rule, will occasionally respond to 
roentgen treatment. As a class, sarcomas are radioresistant. I am not surprised 
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iis favorable response. The question is whether or not it will be permanent. 
iid have preferred excision, but the surgeon was reluctant to undertake it, 
hecause of the location and partly because he felt it would be impossible to 
entire lesion out. Roentgen treatment was used as a second choice. 


EUGENE F, Traus: This patient is only 26 years of age, and the roentgen 
ion is not going to cure him. I think something surgical ought to be done. ° 


De. FRANK C. ComsBes: Do you think the response of the lesion to roentgen 
-ays has any relation to the youth of the patient, or is it due to the type of cells in 
the tumor ? 

Dr. Paut E. Becuet: I want to attest the fact that the improvement in this 
case has been extraordinary. The lesion is now flat, and I could not make the 
diagnosis from its present appearance. It will be interesting, if the roentgen 
treatment is continued, to present the patient again after a few months, to note 
further results. 


Lymphoblastoma in a Syphilitic Patient. Presented by Dr. Frep Wise. 


G. S., a man aged 44 (under the care of Dr. Silverberg), was first seen at the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and Hos- 
pital on Aug. 17, 1935. He had a chancre in 1910, and six years ago he had two 
persistent papules on the penis. At that time the Wassermann reaction was posi- 
tive, and he received twenty-four intravenous and forty-eight intramuscular injec- 
tions. The present eruption began two years ago and has persisted in spite of 
treatment. Since Aug. 31, 1935, the patient has received thirteen injections of 
colloidal mercuric sulfide, nine of neoarsphenamine, three of silver arsphenamine 
and one of gold arsphenamine. The treatments were given irregularly because of 
lack of cooperation on the part of the patient. In February 1936 it was felt that 
the cutaneous lesions were not syphilitic, and the patient was therefore given ten 
75 roentgen doses of unfiltered roentgen rays at weekly intervals. Under this 
treatment some of the lesions improved, but there were no strikingly good results. 
The lesions which received roentgen treatment, however, improved definitely in 
comparison with those which did not. 

On examination two plaques from 3 to 5 cm. in diameter and of a deep purple 
red are observed on the forehead and at the margin of the scalp. At the center 
of the forehead the lesion is elevated about 0.5 cm. above the level of the skin and 
is definitely infiltrated. A lesion on the left side of the scalp is also purple red but 
less infiltrated and not raised above the surface of the skin. The lesions were scaly 
at one time and at another time were studded with pustules the size of a pinpoint. 
The remainder of the forehead shows a poorly demarcated scaling erythematous 
scratched eruption. On the chin and on the back of the neck are two plaques of 
confluent, deep-seated papules, almost the color of the skin. The arms and legs, 
especially the plantar surfaces of the feet, from time to time show scaling erythe- 
matous patches and disseminated papules. The lesions on the arms, the legs, the 
chin and the lower part of the forehead are pruritic. On the other hand, the infil- 
trated plaques have never itched. 

Laboratory findings: The Wassermann reaction in August 1935 was 2 plus; 
in March 1936, 3 plus, and in May 1936, 2 plus. The blood count on Oct. 27, 1936, 
showed 96 per cent hemoglobin, 5,850,000 red blood cells, 6,850 white blood cells 
and 220,000 platelets. The differential count showed 70 per cent polymorphonuclear 
leukocytes (8 per cent young and 62 per cent mature in form), 26 per cent lympho- 
cytes, 4 per cent mononuclear leukocytes, no eosinophils or basophils and slight 
anisocytosis of the red blood cells. Urinalysis gave negative results. Roentgeno- 
grams of the chest showed hypervascularization but absolutely no sign of tubercu- 
losis. The reaction to the tuberculin test was doubtful with a dilution of 1:5,000 
and negative with higher dilutions. 

siopsy was performed on the lesion on the left side of the scalp on Nov. 16, 
1935, and the histologic picture was that of svahilis. A similar histologic diagnosis 
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was made on a portion of tissue removed on Sept. 26, 1936, from the lesion on the 
forehead. (A section from the lesion on the back of the neck, taken on Dec. 2% 
1936, showed reticulo-endotheliosis. ) 


DISCUSSION 


Dr. Howard Fox: Was the diagnosis of lymphoblastoma proved by histologic 
examination ? 

Dr. Frep Wise: The histologic picture was reported as that of tertiary syphilis, 
not of lymphoblastoma, but the diagnosis was changed to reticulo-endotheliosis 
after another section had been examined. 

Dr. GeorGE M. MacKEE: One microscopic examination showed tertiary syphi- 
lis, and another showed plasmoma of Unna. 

Dr. Howarp Fox: Some of these patches suggest an inflammatory condition, 
such as an ordinary lichenified eczema, rather than lymphoblastoma. 

Dr. GeorceE M. MAcKEeE: I agree with the diagnosis. At least that would be 
my diagnosis until the condition proved to be something different. Lymphoblastoma 
would be my first guess, without typing it. If I were called on to name a type, | 
should choose aleukaemia cutis. 

Dr. Howarp Fox: I suggest that a sternal puncture be performed, which 
might show the presence of leukemia. 

Dr. Frep Wise: I have not had much success with sternal punctures. 

Dr. EuGcene F. Traus: I agree with Dr. Wise that the condition is a lympho- 
blastoma in a syphilitic patient. If it can be classified at all, it is probably mycosis 
fungoides. 

Dr. ArTHUR W. Grace (by invitation): I wonder how Dr. Traub’s diagnosis 
of mycosis fungoides would fit in with the histologic picture of plasmoma of Unna. 
My impression is that the predominant cell in mycosis fungoides is of a different 
type from that which is found in plasmoma. 

Dr. A. BENSON CANNON: I feel much as Dr. Fox does about this condition. 
I prefer to explain it on a simple basis. I think the patient is a psychopathic and 
has a tendency to pick at himself. When he walked into the room today I thought 
he was drunk. He was not drunk, but he is decidedly ataxic. I think he is neuro- 
syphilitic, with traumatic lesions that he nas picked. I cannot explain his appar- 
ently general good health and well-being in the presence of a lymphoblastoma of 
such long duration. Certainly the lesions on the forearms are too nondescript to be 
classified in that group of cutaneous diseases. J prefer a simple diagnosis, perhaps 
neurodermatitis in a psychiatric patient. 

Dr. Ray H. Rutison: I agree with Dr. Cannon. 

Dr. FRANK C. Combes: I agree entirely with what Drs. Fox and Cannon 
have said. 

Dr. Paut E. Becuet. The group of lymphoblastomas is so large, comprising 
such a large variety of clinical manifestations, that I would rather be more specific, 
even though I may be proved wrong by further observation. I suggest mycosis 
fungoides as the most likely diagnosis. The lesions of the scalp are greatly infil- 
trated, and the absence of hair may be due to friction, in an attempt on the part 
of the patient to relieve pruritus. 

Dr. Frep Wise: I agree with Dr. Cannon up to the point of considering that 
this man undoubtedly has neurosyphilis. Whether or not lumbar puncture was 
done I do not know. The lesion on the forehead, involving part of the scalp, is 
¥% inch (0.6 cm.) thick. It is a tumor, not a plaque. The lesions on the back of the 
neck have been described. The same thing has been seen in all kinds of hema- 
topoietic diseases, such as Hodgkin’s disease, and aleukemic leukemia. My impres- 
sion of this case, which I have been observing for at least four months, is that the 
man has syphilis and aleukemic leukemia. The blood counts so far have given 
negative results. The tumor of the scalp does not respond to roentgen treatment 
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is shown no flattening. If it is a plasmoma, I must agree with Dr. Grace in 
strictions he places on the diagnosis of plasmoma and mycosis fungoides. 
oma does not appear in mycosis fungoides. The only familiar lesion I know 
vhich there is a plasmoma is lupoid sycosis, and Dr. Silverberg thought this 
t be a manifestation of lupoid sycosis for that reason, but of course it is not. 
are lesions in the nonhairy areas too. 


Occupational Eczema (Baker’s Eczema). Presented by Dr. Paut E. Becuert. 


Cc. K., a man aged 22, a baker, born in the United States, was first seen at 
the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospitl on Nov. 5, 1936, with an eruption of eighteen months’ duration involving 
both hands. The patient states that the eruption improves considerably when he 
stops working but becomes exacerbated when he returns to work. 

On examination the patient presents a dried, lichenified eczema, involving the 
last three fingers of each hand. There are several deep fissures along the sides 
of the fingers. The condition has improved considerably with fractional doses of 
roentgen rays (75 roentgens each) at weekly intervals. 

Patch tests were done on Nov. 5, 1936, with twenty-five baker’s ingredients 
and six oils. The results were all negative except those with all-spice and sodium 
bicarbonate. It is interesting to note that the patch test with baking powder gave 
negative results. 

DISCUSSION 

Dr. Paut E. Becuet: The patient had only two positive reactions in twenty- 
seven or thirty patch tests; one to sodium bicarbonate and one to all-spice. The 
interesting point is the negative response to a test with baking powder, which is 
largely made up of sodium bicarbonate, while the response to sodium bicarbonate 
itself was strongly positive. This proves only that sometimes such anomalous 
results follow patch tests that one’s reliance on them is somewhat shaken. The 
case is presented for this reason. 


Recklinghausen’s Disease. Presented by Dr. Frep Wise. 

T. V., a boy aged 17, born in the United States, a student, was first seen on 
Nov. 21, 1936, at the Skin and Cancer Unit of the New York Post-Graduate 
Medical School and Hospital with a generalized eruption, which has been present 
since birth, and a tumor on the scalp, which has arisen during the past three years. 

On examination, the patient presents multiple pigmented flat yellowish brown 
nevi in different parts of the body, especially on the trunk. In addition, the 
trunk shows many small soft skin-colored tumors. On the posterior aspect of the 
scalp is a soft tumor, slightly raised above and attached to the skin. There is no 
pulsation in the tumor, and the overlying skin is not discolored, 


Report on a Case of Possible Parapsoriasis Varioliformis. Dr. EUGENE 

F. TRAvB. 

A. S., a girl aged 20 months, was presented at the meeting of this society on 
Oct, 27, 1936 (Arco. Dermat. & SypH. 35:1189 [June] 1937). 

The histologic picture is definitely not that of psoriasis, but neither does the 
histologic examination make the diagnosis of parapsoriasis positive. However, 
the lesion is moist. A vesicle was present in the section. I presume, therefore, 
that it is fair to rule out psoriasis on the basis of the histologic examination and 
by exclusion then to establish the diagnosis of parapsoriasis varioliformis. 


Report on a Case of Possible Kaposi’s Sarcoma. Dr. Eucene F. Travs. 


F. R., a man aged 65, was presented at the meeting of this society on Oct. 27, 
1936 (Arco. Dermat. & SypnH. 35:1196 [June] 1937). 
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The problem was one of diagnosis of the original lesion, as well as of ¢ er- 
mining whether there was a recurrence of this after surgical removal. Che 
regrowth has since been removed with the electric cutting current, with a rather 
wide excision. This was done about a week ago, and the disease has again 
recurred. The pathologist made a diagnosis of spindle cell sarcoma of the infiltrat- 
ing type, and he thinks that there is no point in attempting local removal, but that 
amputation is necessary. This opinion was based on the appearance of the cells 
in the last section. 


Pigmentation of the Legs. Syphilis. Presented by Dr. Paut E. Becuer. 





Pau. E. Becuet, M.D., President 
Dec. 15, 1936 


EuceNE F. Traus, M.D., Secretary 


Tinea Capitis (Black Dot Type). Presented by Dr. Howarp Fox. 


M. G., a girl aged 6 years, has suffered from ringworm of the scalp for the 
past four years. A roentgen epilation of the scalp was performed two years ago 
by another physician but failed to cure the disease. Failure also followed an 
epilation by me nine months ago. Since then she has been treated by application 
of an ointment containing iodine crystals, by mechanical epilation and by ioniza- 
tion. She has improved, but the disease still persists. Fungi have been constantly 
demonstrated in the affected hairs, and on culture Trichophyton violaceum was 
grown. The peculiar feature of the eruption has been numerous groups of black 
dots due to breaking off of the hairs at their point of emergence from the scalp. 
Recently the number of these black dots has decreased greatly. 

DISCUSSION 

Dr. GeorceE M. MacKeEe: Two roentgen epilations were made but failed to 
cure the disease. The question now is to decide what to do. I hesitate to suggest 
roentgen irradiation again, especially in view of the fact that it has failed on two 
occasions. I think the proper thing to do is to epilate all the fluorescent hairs in 
a dark room with ultraviolet radiation and a Wood filter. Fungicides should also 
be used. It is a good procedure in all dermatologic offices and clinics, after 
roentgen epilation, to study the scalp once or twice a month with a Wood filter, 
because some infected hairs often remain. Every fluorescent hair should be 


removed. 


Lupus Erythematosus Disseminatus of the Discoid Type with Lesions on 
the Eyelids. Presented by Dr. Paut E. BEcuHert. 


Mrs. B. S., aged 36, states that her eruption began four years ago. The first 
spot appeared on the side of the nose, near the inner canthus of the right eye. 
A few weeks later lesions appeared on the lower lid of the right eye, on the upper 
lip, on the chest and on the back. When the patient was first seen at the Skin 
and Cancer Unit of the New York Post-Graduate Medical School and Hospital, 
on March 27, 1936, the lesion on the side of the nose measured 2 by 1 mm. in 
diameter, and despite the fact that no cauterizing application had been made it 
presented raised, indurated borders and a depressed, sclerosed surface. Involving 
most of the lower lid and extending about 1 mm. on the adjacent skin was a bright 
red scaly atrophic patch. On the upper lip, neck and shoulders were greatly 
raised, crusted and infiltrated patches of the hypertrophic chronic discoid type 
of lupus erythematosus. A blood count and analysis of the urine gave normal 


results. 
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ice April 14, the patient has received thirty-two injections of 100 mg. 
id sodium thiosulfate. All of the patches, with the exception of those on the 
have practically disappeared; the one on the nose has left a depressed 
The eyelids are greatly improved. A small beginning patch on the lower 
evelid has disappeared, but one on the right is still active, though much better. 
patient is exhibited because of the involvement of the lower eyelids, which is 
mmon, and because of the apparent total disappearance of the hypertrophic 
hronic type of discoid lupus erythematosus from prolonged therapy with full doses 
, gold compound. 
DISCUSSION 


1)r. Howard Fox: I recently had a similar experience in treating a patient 
with lupus erythematosus consisting of a number of lesions on the face, including 
one on the lower eyelid. The entire eruption with the exception of the lesion 
the eyelid has disappeared as a result of therapy with a gold preparation. 


Papulonecrotic Tuberculid. Presented by Dr. Howarp Fox. 


Mrs. A. S., aged 49, first noticed an eruption eight months ago. It appeared 
rather suddenly and attained its maximum development within six weeks. It is 
symmetrical and profuse on the forehead, nose, cheeks and chin and is present 
to a less extent on the scalp. The lesions are fairly profuse and discrete and show 
no particular tendency to grouping. There is no evidence of scratching. The 
lesions are reddish semisolid papules of varying size, some of which are capped 
with yellowish brown crusts. They are somewhat tender. The patient takes 
phenolphthalein about once a month and a tablet of acetylsalicylic acid about once 
a week. She took some medicine for insomnia one year ago and discontinued it 
about six weeks before the eruption appeared. She has not taken the medicine 
since then. She does not use iodized salt. The eruption improved during the 
summer but never disappeared entirely. The patient is in good general health but 
is overweight. Tests with a 1: 10,000 and a 1: 1,000,000,000 dilution of tuberculin 
were strongly positive. The sedimentation rate of the blood was twenty-two 
minutes with the Westergren test. 

DISCUSSION 

Dr. Epwarp R. MaAtoney: Another diagnosis suggested, I believe, was acne 
varioliformis. Clinically I do not think that the condition is acne varioliformis, 
and it is not papulonecrotic tuberculid. There are a few lesions on the forehead 
that possibly suggest that diagnosis. There are papules which have centers that 
are somewhat broken down, but to me these are not necrotic centers but trauma- 
tized tops that have been scratched. My diagnosis is true tuberculosis, typical 
lupus disseminatus faciei. The results of the tuberculin tests are certainly not 
like those which are usually obtained in cases of tuberculids. When a dilution 
of 1: 1,000,000,000 was used there was a fairly decidedly positive reaction. The 
condition developed late in the patient’s life, but that is not entirely against the 
diagnosis of true tuberculosis. 

Dr. EuceNne F. Traus: Dr. Fox called me over to see this patient with him 
in the daytime, and we discussed the differential diagnosis. I was a little uncertain 
as to what the primary lesion was in this case. It did not seem to be a papule 
but looked almost like a little pustule or like a vesicle that had turned into a 
pustule. It was difficult to find lesions that looked like very early ones on the 
face, but those which I interpreted as being early lesions did not seem to be 
papules. However, that the lesions go on to necrosis is evident, because there 
are any number of small pitted scars over the face which can be seen on careful 
inspection. Another thing that impressed me was the large number of 
lesions in the scalp such as those which are seen frequently in acne varioliformis 
but rarely in papulonecrotic tuberculid. While I do not believe that it is possible 
to make a positive clinical diagnosis, it seems to me that the diagnosis of acne 
varioliformis is the one more likely to be correct. 

Dr. Frank C. Comses: I agree with what Dr. Traub has said, and in addition 
I wish to say that the hypersensitivity to tuberculin is somewhat against the 
diagnosis of papulonecrotic tuberculid. 
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Dr. J. FRANK Fraser: Would the results of the tuberculin tests in this case 
speak against Dr. Maloney’s suggestion? 

Dr. Epwarp R. MAtoney: The tuberculin reaction points to lupus disseminatys 
faciei and not to tuberculid. 


Dr. GeorceE M. MacKee: I do not think that one should pay too much atten- 
tion to the tuberculin reaction in any one case. It is important in a series of 
cases to get the average for any one disease, to find out whether there is hypo- 
sensitivity or hypersensitivity to tuberculin. For instance, in disseminated lupus 
there is usually hypersensitivity, but sometimes there is hyposensitivity. The 
same is true of other entities in the tuberculous group. I think that in this case 
the condition is either tuberculid or tuberculosis. I rather favor the diagnosis 
of tuberculid in spite of the fact that the patient is hypersensitive to tuberculin. 
Dr. Fox and I studied the case together, and we did not find any nodules remaining 
under pressure with the diascope. Rather against acne varioliformis are the 
comparative lack of lesions on the scalp and the fact that the lesions do not occur 
in distinct exacerbations and remissions, as is almost always the case in acne 
varioliformis. As to just what type of tuberculid the disease is I should not care 
to hazard an opinion. I do not think that it is Lewandowsky’s tuberculid. | 
agree with Dr. Fox’s diagnosis of tuberculid, but I should say not papulonecrotic 
tuberculid but just tuberculid. 


Dr. J. FRANK Fraser: The absence of nodules on pressure with the diascope 
speaks against the diagnosis of true tuberculosis. 


Dr. Epwarp R. Matoney: The absence of nodules on pressure with the 
diascope is not against the diagnosis. The condition has been present only about 
eight months. 

Dr. J. FRANK Fraser: I do not say that the observation would exclude true 
tuberculosis. Lupus miliaris faciei is true tuberculosis, and according to Michelson 
necrosis may occur, and the tubercle bacilli can be demonstrated in the lesions. 


Dr. Epwarp R. Matoney: I agree with what Dr. MacKee said. One cannot 
use the tuberculin test as a definite criterion. However, this patient has a positive 
reaction to weak dilutions of tuberculin, and she probably has tuberculosis. She 
has a condition which is producing this reaction. A person who does not have 
tuberculosis can have a positive reaction, of course, but a decided positive reaction 
to a dilution of 1: 1,000,000,000 usually means something and usually is not present 
in a patient with tuberculid. When I suggested the diagnosis of lupus miliaris 
disseminatus faciei, I meant of an atypical form of that disease. However, | 
believe there is enough evidence to classify the condition in this case as true 
tuberculosis, not tuberculid. 

Dr. Howarp Fox: There are several features which speak against the diag- 
nosis of acne varioliformis. The patient’s sex is not that in which the disease 
usually occurs; the location is not typical, and the scars are not nearly as numerous 
or as deep as in acne varioliformis. A more difficult problem is to differentiate 
between true tuberculosis such as lupus miliaris and some form of tuberculid. 
Against the diagnosis of true tuberculosis is the patient’s age, the rapidity with 
which the eruption appeared, the inflammatory appearance of the lesions and the 
failure to find yellowish brown stains on pressure with the diascope. Material 
for biopsy will be obtained if possible, and the histologic examination will be 
reported on at the next meeting. 


Rosacea-Like Tuberculid of Lewandowsky. Presented by Dr. J. FRANK 
FRASER. 
J. G., a woman aged 27, a teacher, was first seen at the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital on Nov. 28, 1936. 
The eruption consists of pustules on both cheeks from the size of the head of a 
small pin to that of the head of a large one. There are a few lesions on the 
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ead and chin, and the nose is practically free. The pustules are on a rust- 

i base. There are few comedones. The skin of the face, like the scalp, is 

ehtly oily. The duration of the condition is four months. The eruption began 

in the middle of July 1936, and the patient thinks that it is intensified by exposure 

to the sun. There is no history of tuberculosis in the patient or in her family. 
She used iodized salt for one month last spring. 

Urinalysis gave negative results. Tuberculin tests made showed the following 
reactions: 1 plus with a 1:1,000,000 dilution, 2 plus with a 1: 100,000 dilution, 
and 3 plus with a 1: 10,000 dilution. 

Histologic study showed numerous hair follicles between which was a reticulum 
of lymphocytes in which were patches of epithelioid cells like those of connective 
tissue, with quite a few giant cells. Some of these were of the “foamy sarcoid” 
type. One large follicle was transformed into a cyst, but no cleancut tubercle 
formation was present. The structure had the appearance of a diffuse connective 
tissue tuberculid. The histologic diagnosis was low grade tuberculosis of the hair 
follicles, the results of histologic examination confirming the clinical diagnosis 
of rosacea-like tuberculid of Lewandowsky. 

DISCUSSION 

Dr. GeorGE M. MacKee: I consider the condition a bona fide tuberculid of 
Lewandowsky because of the florid cheeks, the small size of the papules and the 
fact that many of them are topped with a tiny pustule, the tiny pitted scars, the 
histologic picture and the fairly positive reaction to tuberculin. In regard to 
treatment, I can say that in some patients the condition clears up amazingly well 
with such a simple drug as white lotion. I always try that first. If it is not 
rapidly successful, my next choice, based on experience, is a gold preparation. My 
final choice is tuberculin. The reason I prefer a gold preparation to tuberculin 
is that if it is successful, it is likely to bring results more rapidly. Tuberculin 
may have to be given over a long period. 

Dr. Epwarp R. Matoney: I think the condition is probably rosacea-like 
tuberculid of Lewandowsky. The histologic section certainly shows that it is 
not a tuberculous process. In this case also the reaction to tuberculin again was 
fairly positive. Usually, but not always, in cases of tuberculid the opposite is 
true. I think it is advisable in all these cases to examine the chest to see if there 
is tuberculosis in the lungs. I agree with Dr. MacKee’s outline of treatment. I 
believe that this condition does best if practically left alone, and I advise the use 
of white lotion alone rather than of a gold preparation. I think that as there 
is a fairly positive reaction to tuberculin desensitization with tuberculin may be 
of value. 

Dr. FranK C. Comes: I agree with the diagnosis. 

Dr. EuGeNeE F. Travus: In treating three or four patients whom I was able 
to follow for a number of years, I used only white lotion and in one or two 
instances small doses of ultraviolet radiation. The condition cleared up promptly, 
and the patients have remained well for from two to five years. 


Dr. J. FRANK Fraser: Dr. Maloney mentioned an examination of the chest. 
One was made, and the results were negative. 


Parapsoriasis. Presented by Dr. Howarp Fox. 


Mr. Van S., a salesman aged 63, has suffered from an eruption of the forearms 
and thighs for the past thirty years. He was seen by me in 1925, at which time 
a diagnosis of parapsoriasis was made. Since then he has suffered, in addition, 
from a dermatophytosis of the feet and legs. The eruption because of which he 
is presented is symmetrical and is chiefly confined to the flexor surface of the 
forearms and to the antero-internal aspect of the thighs. The eruption is fairly 
profuse and consists of brownish red elongated and superficial plaques which are 
partly discrete and partly tend to coalesce. They are dry and partly covered by 
branny scales. There is no itching. There is no disturbance in the sensation of 
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touch or pain in the lesions. The patient has never lived in any region where 
leprosy is endemic. A histologic examination was made by Dr. T. J. Riordan, 
who reported that the diminished granular layer and nearly normal epidermis 
observed were points common to parapsoriasis and that the intact basal membrane 
and moderate spongiosis with vesicle formation in one area spoke against 
parapsoriasis. 

DISCUSSION 

Dr. FRANK C. Compes: When I questioned this patient I got a history some- 
what different from that given in the presentation. He said that the lesions on the 
forearms were of recent duration and that the lesions on the legs were of long 
duration. The lesions on the legs showed considerable lichenification. He said 
his legs itched intensely; however, there were no excoriations or evidence of 
recent scratching. In view of the suggestive histologic observations I feel that 
there is a great possibility that the condition may be mycosis fungoides rather 
than parapsoriasis, although the lesions on the arms are typical of parapsoriasis, 

Dr. Henry H. Wuirenouse: I agree with the diagnosis of parapsoriasis, | 
thought the patient said that the lesions on the arms were of long duration and 
the inflammatory lesions on the legs of comparatively short duration. I think the 
lesions on the arms are distinctly parapsoriasis. Those on the legs are a more 
acute process. 

Dr. J. FRANK Fraser: I listened carefully to Dr. Fox’s reading of the histo- 
logic report, and to my mind there was no suggestion in it to support the diagnosis 
of mycosis fungoides. On the other hand, the absence of a granular layer, for 
example, and the mild inflammatory reaction in the upper portion of the corium 
confirm the clinical diagnosis of parapsoriasis. The condition on the legs in my 
opinion is a winter eczema and is of recent development. 

Dr. Paut E. Becuet: There are scratch marks on the patient’s legs, and 
the eruption on that location suggests neurodermatitis, but on the arms the 
eruption is typical of parapsoriasis. 

(Drs. Maloney, MacKee and Schwartz agreed with the diagnosis.) 

Dr. Howard Fox: I saw this man about twelve years ago and at that time 
made a diagnosis of parapsoriasis. The lesions on the forearms have not changed 
since then. The itching of the legs may be associated with a fungous infection of 
the feet. At least it has nothing to do with the parapsoriasis. 


Trichophytosis Corporis: Trichophytid Resembling Lichen Scrofulo- 
sorum and Lichen Nitidus. Presented by Dr. Paut E. Becuer. 


E. G., a Negro boy aged 4 years, first came to the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital today. Therefore, 
there has been no time to obtain a report on the scrapings made from the lesions. 
The eruption has been present for four months and consists of many circinate 
lesions on all the extremities. The rings have centers of normal skin and borders 
which in a few instances are vesicular and in others: scaly. They are clinically 
typical of tinea corporis. The interesting feature is the appearance of the erup- 
tion on the trunk. While there are also ringed lesions in that location, most of 
the eruption consists of small noninflammatory acuminate papules so lichenoid that 
the resemblance to lichen scrofulosorum, or even to lichen nitidus, is most marked. 
The boy also has evidences of a mild ichthyosis on his legs, with some keratosis 
pilaris. 

DISCUSSION 

Dr. Howarp Fox: I think that this extensive eruption is ringworm. In my 
opinion it does not remotely suggest lichen scrofulosorum, which is usually limited 
to the chest and does not consist of extensive elevated plaques such as are present 
in this case. There are also some tiny papules which slightly resemble lichen 
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; though they do not have the shiny appearance of the lesions of that disease. 
t whether this part of the eruption is a trichophytid. My suggestion is that 
an avitaminosis. 
lyr. FRANK C. Comses: I agree with the original diagnosis. 
Der. Hans J. Schwartz: I agree with the diagnosis. 
Dr. Ray H. Ruurson: I think that this is a case of extensive fungous 
tion. 

Dr. Henry H. Wuirenouse: I agree with Dr. Bechet’s diagnosis. There is 

distinct ringworm of the skin. The rest, I think, is a trichophytid. 

Dr. Epwarp R. MALongy: I agree that the condition is a more or less gen- 
eralized trichophyton infection, but do not agree with the diagnosis of trichophytid. 
The little papules resemble lichen nitidus much more than lichen scrofulosorum, 
but they differ from the papules of lichen nitidus in that not only are they discrete 
but are separated, not grouped together in patches and not shiny. These tiny 
papules are often observed on Negro children. I do not think that this boy has 
lichen nitidus, lichen scrofulosorum or a trichophytid, but I do agree that he has a 
generalized superficial tinea. 

Dr. GeorGeE M. MacKee: The follicular element resembles keratosis pilaris 
more than lichen scrofulosorum. The papules are acuminate rather than flat. I 
am inclined to call the conditién dermatophytosis or dermatophytid. 

Dr. Paut E. Becnet: In my opinion the boy has trichophytosis and trichophy- 
tid. The apparent follicular character of some of the acuminate lesions may be 
due to his xerodermatic skin. The resemblance to lichen scrofulosorum and 


lichen nitidus is interesting. 


Psoriasis in a Syphilitic Man. Presented by Dr. Eucene F. Traus. 

L. B., a man aged 33, born in the United States, first visited the Skin 
and Cancer Unit of the New York Post-Graduate Medical School and Hospital 
on Nov. 27, 1936. He presented a generalized eruption of three weeks’ duration 
which first appeared on the scalp. He had attacks of gonorrhea in 1925, 1928 
and 1934, and at the time of the last attack he had a lesion that might have been 
a chancre, although he is not certain of this. He was treated with arsenicals until 
jaundice developed; then treatment was discontinued. He has received no anti- 
syphilitic medication since. 

He now presents numerous discrete and some confluent patches of erythema 
covered with grayish white micaceous scales. The lesions on the buttocks and 
extensor surfaces of the forearms are largely confluent and light reddish. There 
is much scaling in the scalp. The Wassermann reaction of the blood is now 
4 plus. The patient has received four injections of arsphenamine. 

The diagnosis based on histologic examination was psoriasis. The section 
showed an epidermis with irregular rete pegs and a thick parakeratosis. The 
suprapapillary plates were not especially thin, but the blood vessels in the papillary 
bodies were dilated and surrounded by a markedly edematous zone. This extended 
into the upper portion of the corium as well. There was little inflammatory 
exudate. The cellular exudate consisted of lymphocytes. 


DISCUSSION 


The members present agreed unanimously with the diagnosis. 


Dermatitis Medicamentosa Due to Phenolphthalein. Presented by 
Dr. EuGENE F. Traus. 


S. G., a man aged 29, an American, a chauffeur, was seen at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital on 
Dec. 7, 1936. He stated that he had had attacks more or less similar to the 
present one during the past four years. The eruption invariably began on the 
feet, large macerated, ruptured bullous lesions being present between the toes. 
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They arose from an unusually red and inflammatory base. In most previoys 
attacks immediately after the feet were involved the penis became markedly 
erythematous and eroded, appearing as though the patient had a marked balano- 
posthitis. In the present attack a typical but unusually severe herpetic eruption 
developed about the lips and chin. On the buccal mucosa as well as on the mucoys 
membrane under the tongue there also appeared typical herpetic lesions. These 
lesions as seen on the first day were distinct, discrete vesicles on a markedly 
inflammatory base. After several days the lesions on the mucous membrane 
presented large angry-looking eroded areas, such as might be expected in a severe 
acute infection with Vincent’s organism. In the previous attacks such a herpetic 
condition in and about the mouth was absent, but the lesions on the feet and 
penis were present in all the other attacks. 

The patient’s statement that blisters on the feet preceded each attack made 
me think at first that the penile lesions might possibly be a dermatophytid. To 
investigate this possibility, scrapings were taken from some of the lesions between 
the toes, and mycelia were observed. It was difficult to believe, however, that the 
sequence of events could be quite as rapid as occurred at this time. In other 
words, the penile lesions appeared almost simultaneously with the bullae on the 
feet, and then there developed a peculiar violaceous color that is not the usual 
accompaniment of an ordinary dermatophytosis. This caused me to question the 
patient about the ingestion of medicine, and it was discovered that he took a 
laxative called anolax just before the eruption appeared. He also took some 
“cold tablets” and alka-seltzer. Anolax contains phenolphthalein. It was not 
possible to obtain a satisfactory history of medication in relation to his preceding 
attacks, the patient being unable to remember whether he had taken any medicine 
just before the appearance of the eruption. 

Note.—Since he was presented the patient received 2 grains (0.13 Gm.) of 
phenolphthalein after the lesions had practically disappeared, and within a few 
hours typical bullous lesions with a purplish red erythematous base again appeared 
at the sites of the previous eruption. 

DISCUSSION 

Dr. EuGeNne F, Traus: I should like to hear whether the members have seen 
a widespread herpetic eruption of -this type caused by phenolphthalein. This 
definite and typical intra-oral and extra-oral herpetic eruption was present only 
at the time of the last attack. 

Dr. Howarp Fox: This seems to me to be a case of recurring herpes The 
lesion in the mouth which Dr. Traub saw at the outset was plainly a herpetic 
eruption. The lesions on the genitalia have recurred six times, which is 
suggestive of herpes. Whether the herpes is due to phenolphthalein I cannot say. 
About seventeen different types of eruption have been ascribed to that drug. 

Dr. Frank C. Compes: The herpes virus is toxic for the rabbit’s cornea. It 
would be interesting to test some of the serum from the vesicles in this way, to 
exclude the diagnosis of herpes simplex. 

Dr. Epwarp R. Matoney: I suppose that Dr. Traub will test this man with 
phenolphthalein after the eruption has cleared up. 

Dr. Eucene F. Traus: No one believes that this may be a form of dermato- 
phytosis, despite the fact that the organism was present on the feet. I do not 
believe that the condition is a dermatophytosis because the lesions on the foot 
when seen early were quite characteristic of a phenolphthalein eruption. 


Lupus Erythematosus. Presented by Dr. Eucene F. Travs. 


L. B., a woman aged 33, a housewife, states the present eruption began in 
June 1935. Lesions were present on both cheeks just under the eyelids and about 
the ears, particularly behind the right ear; there was also a small spot in front 
of the right ear, and large confluent areas were present on the posterior aspect 
of the scalp. The unusual feature of the eruption is that it left a deep depressed 
scar such as is usually seen after a deep ulcerative process. The lesions on the 
scalp were covered with adherent crustlike scales, and in some areas this heaping 
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reested a keratosis. The patient received a long series of treatments with 
ih without success. Then she was given a fairly large number of treatments 
evold and sodium thiosulfate; the doses, however, were small because at 
time she was pregnant. Several of the lesions have disappeared, and the 
ion in general has improved, but the larger lesions are still present and 
no material response to treatment. She is therefore presented as showing 
unusual type of lupus erythematosus. Therapeutic suggestions would be 


leomed. 

DISCUSSION 

Dr. Howarp Fox: I suggest the use of mild applications of solid carbon 
dioxide in conjunction with therapy with a gold compound. 

Dr. Epwarp R. Maroney: I wonder if one can possibly consider the existence 
of two types of lupus in this case. The lesions near the eye are typical lupus 
erythematosus. Those behind the ear are punched out and are not the usual type 
of lupus erythematosus but rather the Leloir type. That is a suggestion. I do not 
know whether I have ever seen that type of eruption. The lesions of the scalp are 
not typical, and those around the ears certainly are not. 

Dr. GeorGE M. MacKee: I have observed a number of cases of lupus erythema- 
tosus in which the eruption looked exactly like this. I grant that it is an unusual 
type. I am referring to what.has been called punched-out scars, and the explana- 
tion, I think, is rather simple; i. e., in this unusual type of lesion there is an 
unusual follicular hyperkeratosis with tremendous dilatation of the follicles. 
Microscopically, the follicular dilatation is so great that the follicles touch each 
other. They are enormously dilated and full of horny material. There is pressure 
atrophy as well as the ordinary degeneration following lupus erythematosus, so 
that when there is resolution and the follicles become empty and collapse, 
depressed scars are formed because of the unusual destruction of tissue, but 
ulceration does not occur. 

Dr. Paut E. Becuet: I have also noticed that some patients with an unusually 
hypertrophic type of lupus erythematosus exhibit after healing greatly depressed 
scars not unlike the scars following the healing of a nodular syphiloderm. 

Dr. Eucene F. Travus: I had already thought of using solid carbon dioxide, 
but the location of most of the lesions is not particularly favorable. The one near 
the lower eyelid will certainly have a severe reaction, and treating the large 
lesion in the scalp with solid carbon dioxide may destroy what little hair remains 
in these areas. The patient may object to that type of treatment. 


Report on a Case for Diagnosis (Lesions on the Thumb). Presented by 
Dr. Eucene F. TRAvs. 
L. L., a woman aged 33, was presented before this society on Nov. 24, 1936. 
The condition has not changed as a result of roentgen treatment. The lesions 
are exactly as they were at the previous presentation. 
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Granuloma Annulare. Presented by Dr. Leon H. Warren for Dr. Joun 
B. Lupy. 
V. M. M., a girl aged 9 years, has over the buttocks and lower extremities 
a symmetrical eruption which is particularly marked on the flexor surfaces. 
There are approximately twenty lesions, consisting of slightly indurated round 
patches about 1 inch (2.5 cm) in diameter with a tendency toward central clearing 
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and slight scaling. The annular appearance is more marked when the lesions are 
viewed from a distance. The color is violaceous, is dull rather than bright and 
fades on pressure. The condition appeared in June 1926, two patches developing 
on the posterior aspect of the right thigh. There are no subjective symptoms. On 
Dec. 5, 1936, scrapings from the lesions showed no fungi, and the Wassermann 
reaction of the blood was negative. Treatment has consisted of application of 
calamine lotion; no improvement has resulted. 
DISCUSSION 
Dr. Frep D. WerpMaAn: I think the diagnosis is correct although the 
distribution is unusual. A drug eruption will have to be considered. The mother 
admits that the child had been extremely constipated at one time and took a 
proprietary laxative containing phenolphthalein, but I was not successful jn 
reconciling the chronology in the situation. 


A Case for Diagnosis. Presented by Dr. Carrot, S. Wricur. 


J. H., a boy aged 5 years, has a reddish patch extending from the left 
corner of the mouth, outward and downward on the neck, in a line about 0.5 cm. 
wide and approximately 10 cm. long. The surface is dry and shows a fine 
white scale. There is a less definite line of lesions extending vertically up the 
left cheek. Soothing pastes have been applied without benefit. The lesion first 
appeared at the left angle of the mouth when the patient was 1 year old. 


DISCUSSION 


Dr. JoseEPpH M. SCHILDKRAUT, Trenton, N. J.: I consider the condition to 
be a linear nevus. 

Dr. Carrot, S. Wricut: I should like to ask for an opinion as to the best 
method of treatment. I felt that the lesion was a linear nevus, but I did not know 
how to treat it. 

Dr. Ropert L. GirmMan: I had a patient with a similar lesion two years 
ago and tried practically everything. The only thing with which I had any 
success was solid carbon dioxide. The treatment ranged from desiccation to 
application of escharotic ointments and roentgen irradiation, but treatment with 
solid carbon dioxide seemed to give the best results. 

Dr. Joun H. Stokes: My experience is that these nevi require total deep 
destruction, and even then one can never tell when they will recur. 

Dr. Frep D. WeEtpMAN: The intriguing thing is the way the lesion extends 
downward from the angle of the mouth, as if it resulted from constant trickling. 
Even tonight the child continually licked his mouth, and yet there is nothing 
on the inside of the mouth to explain undue salivation. If all of the lesion 
except one portion were covered, scaliness in that portion would resemble the 
tissue seen in lupus erythematosus. Of course the lesion is not lupus erythema- 
tosus, but I was wondering whether it might be a tuberculid of some kind or 
whether the child might have tuberculosis in some form and this lesion might 
be a mild, unusual form of local tuberculosis. The veins in the cheek shine 
through the skin; this may show a scrofulous diathesis. That is a mere suppo- 
sition, but at least it would be well to determine whether tuberculosis is present, 
and if that could be demonstrated, whether the possibility of therapy with a gold 
compound might be considered. The other thing that occurred to me is that 
possibly the lesion might be a nevoxantho-endothelioma of the kind recently 
described by Senear and Caro. Wise, too, wrote on that subject a long time ago. 
Naturally I could not recognize any yellow color in this artificial light. 

Dr. Tuomas ButTTeRworTH, Reading, Pa.: I do not think that the lesion is 
a nevus. The mother stated that since early infancy the child had always slept 
on that side, and I wondered whether some kind of fungus, for instance a Monilia, 
might be causing the condition. I was impressed by the streaked distribution. 
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Frep D. WEIDMAN: There are telangiectases, I think, on the child’s 


Herbert J. SMirH: There is a small area of telangiectasia on the throat 


too 


Scleroderma and Sclerodactylia with Calcareous Nodules. Presented by 
Dr, REUBEN FRIEDMAN. 
a woman aged 37, states that after taking a bath on a midsummer day 
in 1931 she had a spontaneous abortion, expelling a 2 to 3 month embryo. Imme- 
diately thereafter she felt her upper lip, the right side of her face and her right 
thumb “getting tight.” This condition was followed by tightness, swelling and 
vesiculation of the distal ends of the fingers. Thereafter she suffered repeated 
ulceration with loss of the nails. She states that she had been subject to cold- 
ness, numbness, bluish discoloration and intense pain in the fingers for some time 
before the onset of the aforementioned disturbance and that the early symptoms 
persist. The lower extremities remained relatively free trom involvement, whereas 
the skin of the arms, face, neck and trunk gradually became more thickened and 
rigid, presenting a smooth, glossy, grayish appearance, with flat as well as raised 
areas of brownish pigmentation. The face showed the usual masklike expression; 
the fingers became semiflexed, and rigid, and there developed a feeling of con- 
striction about the wall of the chest. Marked absorption of the terminal phalanges 
and ulceration developed on the fingers. Ulceration also appeared on the scalp, 
which at present shows extensive areas of atrophic and cicatricial alopecia. 
Almost from the onset of the condition an outstanding characteristic has been 
the appearance on the trunk, neck and arms of numerous tender firm nodular 
lesions in the skin of various shapes and sizes which sometimes exhibit a stony 
hardness. Many of these lesions have softened; others have disappeared, leaving 
brownish pigmentation. Serologic tests of the blood, urinalysis and blood cell 
counts made in 1931 gave negative results. On Dec. 18, the basal metabolic rate 
was +7 per cent. This patient was originally presented by Dr. Wallhauser, of 
Newark, N. J., because of the remarkable improvement resulting from treatment 
with a solution of 5 grains (0.325 Gm.) of ferric citrate and mercury bichloride 
V4. grain (0.002 Gm.) given three times a day. Since July 1935 improvement 
has resulted from treatment consisting of administration of cod liver oil, tablets 
containing thyroid and ovarian extracts and progynon tablets and injections of 
amniotin and theelin. The ulcers have responded to ointment of phenylmercuric 


J. R., 
21 
x1 


( 


nitrate. 
DISCUSSION 

Dr. JouN H. Stokes: I think the patient presents an extraordinary picture. 
I can hardly imagine anything more unusual. I should like to have a nasal 
smear made. The patient comes from Russia, and she js losing the ends of her 
fingers. While a diagnosis of scleroderma should not be made too quickly, I 
think that is what the disease is. 

Dr. SIGMUND S. GREENBAUM: Was a nodule removed for histologic study? 

Dr. REUBEN FRIEDMAN: “A biopsy was made at the Hospital of St. Barnabas, 
Newark, N. J., in 1931. I have not yet received the report. 

Dr. Carrot, S. Wricut: Are the notes of the previous presentation available? 

Dr. REUBEN FRIEDMAN: This case was presented by Dr. Wallhauser before 
the Manhattan Dermatologic Society as a case of scleroderma and sclerodactylia 
on Jan. 12, 1932 (Arcu. Dermat. & Sypu.-26:185 [July] 1932). The discussion 
was limited to a remark by Dr. Max Scheer, as follows: “The patient undoubt- 
edly has scleroderma, but the relationship of the nodular lesions on the back to 
the scleroderma is uncertain.” On looking up the literature, I found that her 
condition fits into a picture described as the Thibierge-Weissenbach syndrome. 
Drs. Nomland and Tobin presented a case of scleroderma and _ sclerodactylia 
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before the Chicago Dermatological Society in 1933 (ArcH. Dermat, & SYPH 
29:771 [May] 1934) with the diagnosis of scleroderma with calcareous nodules 
In the discussion Dr. Nomland referred to an article by Weissenbach and Basch, 
in which it is stated that the most common type is that which begins as a kind ad 
Raynaud syndrome. Later scleroderma and sclerodactylia develop, and finally 
deposits of calcium, with extrusion of particles and even loss of parts of the 
terminal phalanges, appear. I think, therefore, that I am correct in labeling the 
condition the Thibierge-Weissenbach syndrome. 

Dr. SIGMUND S. GREENBAUM: In some cases atrophoderma diffusum areas 
of scleroderma and occasionally small nodules develop. I think some of the 
nodules that I have seen in acrodermatitis chronica atrophicans have been quite 
similar to those exhibited by this patient. 

Dr. Frep D. WetpMANn: I think all of us have observed cases of scleroderma 
in which there were nodules within the sclerodermatous area. However, in this 
patient the presence of such nodules on the back, the bilateral symmetrical dis- 
tribution and the sharply circumscribed deeply subcutaneous character unaccom- 
panied with much, if any, involvement of the skin proper, are items which I feel 
take the condition out of the group of ordinary scleroderma, including that of 
nodular scleroderma. Of course calcification is well known to occur in sclero- 
derma. Granting that there is a scleroderma of the hands, I think that one must 
reason along somewhat different lines with respect to the areas on the back. | 
have been trying to do so this evening and to explain the condition by some 
involvement of the nervous system which would produce one effect on the hands 
and a different effect on the back. The only thing I could think of would be 
some condition of the order of Recklinghausen’s disease. Of course, the picture 
on the back is not classic Recklinghausen’s disease, but I feel that the pathologic 
process on the back is different from that on the hands; different stages may be 
represented, the condition on the back, for example, being an early stage and that 
on the hands a later one. I feel that if the nodules from the back were examined 
they would not show the histologic changes of scleroderma, not even of the form 
which is known as deep scleroderma. Of course, that is a personal opinion, and 
there is little likelihood that material for a biopsy would be obtained, as the 
patient is not of the type of person who would consent to a biopsy. I think there 
is something more to this condition than simply a scleroderma with nodular and 
calcareous formation. 


A Case for Diagnosis (Mycotic Infection? Extensive Pityriasis Rosea?). 
Presented by Dr. E. R. Gross for Dr. JosepH V. KLAupeER. 


S. J., a Negro aged 45, presents a generalized moderately itchy eruption with 
confluent scaly patches from the size of a finger-nail to that of a palm. He com- 
plains of a feeling of chilliness. The whole back is involved. The forearms show 
circumscribed elevated, flattened, circinate crust-covered lesions the size of a 
finger-nail and larger. On the anterior tibial regions there are scaling and 
crusted bluish plaques almost the size of a palm. There is fissuring of the toes. 
The eruption on the lower portion of the legs began approximately four weeks 
ago. The eruption soon appeared about the neck and rapidly became generalized. 
The patient suffers from obesity and dyspnea, but except for these findings the 
physical examination gave negative results. He had throat trouble ten years 
ago; this improved after he underwent a tonsillectomy. A urinalysis. made on 
Dec. 3, 1936, gave negative results. Serologic tests of the blood also gave 
negative results. 

DISCUSSION 

Dr. Frep D. WempMAN: This patient does have a dermatophytosis, and there 
is a possibility that the condition is a generalized dermatophytid. If it is, it is 
the most extensive involvement I have ever seen, and I feel sure that if the 
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ed areas could be measured they would be found to cover 75 per cent of 
kin from the waist up. The factors that have influenced me against the 
osis of fungous infection in this case are that the eruption is roughly sym- 
-ical and particularly that when I saw this patient for the first time about 
two weeks ago the eruption over his shoulders had a translucent infiltrated 
appearance, The color of his skin makes it difficult to appraise the appearance 
accurately, but my feeling was that in view of the intense itching which he insists 
is present the possibility of a premycotic stage must be kept in mind. The patient 
is so obese that I could not palpate the lymph nodes. 


Dr. HERMAN BEERMAN: I wish to offer the diagnosis of lichen planus. The 
lesion in the cleft of the thorax, between the breasts, is definitely violaceous, 
annular, somewhat infiltrated and shiny. The distribution is in keeping with 
that of generalized lichen planus as I have observed it in several Negroes. 


my 
his 
diag 
melt 


Dr. Epwarp F, Corson: I suggest the diagnosis of dermatophytid. I think 
that in the short time the eruption has been present even acute lichen planus 
would scarcely have reached the size of some of these lesions. I could not 
discover any lichen papules in the mouth. There were a few indefinite ridges, 
but I believe that they could be explained by pressure from the teeth, and I 
could not find any small new lesions definitely of the lichenoid type. 


Dr. Joun H. Stokes: I have nothing to add except that I think if the 
eruption appeared on a white skin, it might be called the kind of cryptococcoid 
dermatitis which is not rare and puzzles one as to whether or not it is an 
extensive pityriasis rosea. I think it was Dr. Hazen who said that a “white 
dermatitis” on a Negro should make one think of pityriasis rosea. The “white 
eruption” on this negroid skin made me think of pityriasis rosea, but the flexural 
involvement points to an extensive eczematoid dermatitis. 

Dr. E. R. Gross: Dr. Klauder saw this patient last week and made a 
diagnosis of pityriasis rosea. 

Dr. SIGMUND S. GREENBAUM: Has a careful examination of the scales been 
made? 

Dr. E. R. Gross: Not yet. 

Dr. SIGMUND S. GREENBAUM: I wish to offer a diagnosis of generalized 
ringworm. Over many areas of the body the lesions are extremely superficial 
and show no infiltration at all, particularly in the axillae, on the buttocks and on 
the groins. 


A Case for Diagnosis (Palmar and Plantar Psoriasis? Ringworm?). 
Presented by Dr. Epwarp F. Corson. 


R. F., a man aged 22, states that his cutaneous trouble developed in May 1931. 
When I first saw him in October 1932 an eruption affected mainly the left palm 
and there were a few faint scaly spots on the front of the trunk and in the 
axillae. The palmar outbreak consisted of a marginated eruption with silvery 
scales. The soles and the interdigital spaces were involved. The patient had 
received extensive roentgen treatment, and I prescribed numerous oily types of 
preparations. Recently the nails became somewhat involved. In December 1932 
the eruption began to appear on the right hand, over the palm of which it 
assumed as much importance as on the left. Wherever there was pressure it 
appeared to thrive. An outbreak of perléche appeared in March 1934 and never 
cleared up. Scales from between the toes showed fungi. Specimens from the 
palms were always negative. A Wassermann test of the blood and urinalysis 
gave negative results. Treatment has consisted of peruvian balsam and castor 
oil, anthralin (dihydroxy-anthranol) ointment, solution of coal tar with hydrous 
wool fat and petrolatum, salicylic acid, ammoniated mercury salve and roentgen 
radiation. 
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DISCUSSION 


Dr. AttEN D. Kine, Wilmington, Del.: The lesions of the patient whom 
I presented last month (Arcu. Dermat. & SypH. 36:172 [July] 1937) never 
at any time had the appearance of those exhibited by Dr. Corson’s patient. My 
patient had active moist pustular and vesicular lesions on the feet and hands 
in contrast to the keratotic and dry lesions of this patient. I think the condition 
would fit in with a diagnosis of palmar and plantar psoriasis. 


Dr. Ropert L. Girman: If the condition is palmar and plantar psoriasis, | 
think it is typical enough to escape classification with Andrews’ recalcitrant 
eruption of the palms and soles. It seems to be typical of psoriatic lesions. 


Dr. SiGmMuND S. GREENBAUM: I suggest the diagnosis of a palmar and 
plantar keratoderma with punctate lesions on the soles. The patient also presents 
a well marked scrotal tongue with the not unusual concomitant erythema migrans. 


Dr. Carrot, S. Wricut: I agree with Dr. King and Dr. Gilman. | 
classify the condition as psoriasis, but not necessarily pustular psoriasis, because 
in all the cases of pustular psoriasis I have observed I have been able to see 
the pinpoint pustules with the naked eye. 

Dr. Joun H. Stokes: I hesitate to make any comment because I have not 
reached a conclusion. I think the thing which has been designated as perléche 
on the history sheet is being overlooked. Occasionally these patches of monilial 
infection can be seen at the angle of the mouth. I saw one somewhat more 
extensive than this recently on a woman who on examination proved to have 
a similar plaque on each of the labia majora pudendi and a ring of the same type 
(possibly psoriasis) about the anus. I think there is a possibility that the whole 
thing is a fungous infection, and this possibility should not be lost sight of too 
easily. I should be more inclined to try to combine all the items into one 
designation than to leave the involvement of the angle of the mouth out of the 
picture and describe the palmar and solar lesions as pustular psoriasis, which I am 
satished the condition is not. I confess frankly that I have no idea what 
pustular psoriasis is. The term seems to cover an abysmal ignorance rather 
than to describe any entity. 


Multiple Lesions of Tinea Circinata Involving Only the Nontanned Area 
of the Body. Presented by Dr. Reuspen FRIEDMAN. 


G. K., a man aged 23, presented on both buttocks and on the lateral aspects 
of the hips numerous sharply circumscribed, slightly elevated and flat scaly 
reddish papular lesions of varying size, some of which show a tendency to 
central clearing. Outstanding are numerous large annular lesions with a pink- 
ish desquamating center and sharply circumscribed red elevated borders. Some of 
these contiguous lesions have coalesced, giving rise to lesions with circinate 
configuration. No vesiculation or pustulation is noted. It is noteworthy that 
despite the large number of lesions they are limited to the area that is covered 
by the trunks of the bathing suit, i. e. only to the normal, nontanned skin. Some 
of the lesions terminate abruptly at the line of junction of the tanned and non- 
tanned skin, which represents the upper and lower borders of the trunks. The 
anterior surface of the chest presents a few relatively small scaly patches also 
notably limited to the bandlike nontanned portions of the skin which are 
covered by the corresponding portion of the bathing suit. The patient had his 
vacation during the last week of August 1936 and spent it at Atlantic City, N. if 
He acquired a deep coat of tan on all parts of his body not covered by his 
bathing suit. About a month ago he noticed some itching of his right buttock. 
Examination revealed several reddish ringlike lesions for which he consulted 
his physician and was given an ointment of 3 per cent ammoniated mercury. The 
lesions, however, continued to spread and multiply. Four scrapings showed no 
fungi. One scraping showed questionable mycelium. 
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DISCUSSION 

louN H. Stokes: I have seen pityriasis rosea act in exactly this fashion 
‘ents who were thoroughly tanned after spending the winter in Florida. 
tanned areas escaped involvement entirely. This man has a lesion on his 
thigh which is flattened on one edge as if it had been pushed against the 
i a flat obstacle. I think the possibility that this is an unusual pityriasis 
is not to be lost sight of, but of course with as much edge to the margin 
is. one would think more readily of a circinate fungous infection of another 


rioht 
ig 

edge 
rosea 
as U 


type 


Ie. CARROLL S. Wricut: It has always been my experience that in true 
tinea of the skin the fungus is easily demonstrated. It is one of the easiest 
demonstrations, yet Dr. Friedman on five successive occasions was unable to 
observe any fungi. I feel quite sure that if fungi had been present they would 
have been demonstrable. I feel, too, that the fact that the patient used ammoniated 
mercury without benefit points to the diagnosis of pityriasis rosea. 


Tertiary Syphilis Resistant to Bismuth and Mercury (Yaws?). Presented 
by Dr. Carrot, S. WRIGHT. 


kK. A., a woman aged 60, two years ago had an eruption on the sole after 
manipulation of a callus by a chiropodist. The condition spread to the entire 
‘got. There were many deep-seated nodules, the surfaces of many of which were 
verrucous. A pustular discharge and crusting were present over the entire 
affected area. The foot was swollen to about twice its normal size and was 
painful on palpation. Because of an old syphilitic infection, twelve intramuscular 
injections of a bismuth preparation were given, and during this treatment the 
foot became steadily worse. There was no response to oral medication with 
iodides and mercury. Treatment with 0.3 Gm. of neoarsphenamine was started 
in February 1936, and improvement was noted within one week. The lesions 
showed involution by the end of the first month, at which time the patient 
became intolerant to neoarsphenamine. The improvement continued, however, 
until the foot healed entirely. 

The Kolmer modification of the Wassermann and the Kahn test were strongly 
positive. On Jan. 27, 1936, Dr. Weidman reported the result of a biopsy as 
follows: Scrapings showed no fungi. The sections showed a specific infectious 
granuloma of the order of tuberculosis. Some of the lesions occurred definitely 
within the epiderm proper, which brought up at once the thought of frambesia. 
From the sections only, without any clinical history, I should make a diagnosis 
of tuberculosis, but that is difficult to reconcile with the clinical data. 

There was no response to bismuth, mercury or iodides, but the condition 
responded promptly to neoarsphenamine. The patient was presented on Jan. 17, 
1936 (Arcu. Dermat, & SypuH. 34:743 [Oct.] 1936). 


DISCUSSION 

Dr. JouN H. Stokes: I pay tribute to this beautiful result without hesitation, 

but I am not willing to say that the fact that the eruption cleared up as a result of 
administration of neoarsphenamine establishes the diagnosis. 


Dr. Carrot, S. Wricut: I feel that if the lesion had been merely syphilitic 
it would have responded to bismuth. I gave the patient an injection of bismo- 
cymol and precipitated bismuth in oil because of the relative painlessness of such 
treatment. The only possible criticism of the therapeutics would be the choice 
of bismuth preparations. The condition became steadily worse all the time 
treatment with bismuth was being given. While I was away for two weeks, the 
patient took mercury and iodides by mouth, and when I returned the condition 
was even worse than when I left, and there was talk of amputation. I started 
treatment with neoarsphenamine, and the result is that the patient did not lose 
her foot. The use of neoarsphenamine was discontinued after I was called up one 
night because it was thought that the patient was going to die from a toxic 
reaction, 
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Dr. Fren D. WeipMan: Is the condition yaws or not? When this patier) 
was presented in January 1936 it looked like Madura foot, but the developmen 
had been rapid. It was that item which made me think more of a malignan 
condition—a sarcoma or possibly an endothelioma—and caused me to consider 
amputation. Dr. Stokes shared this opinion. Sections examined later looked to 
me like tuberculosis, but that was rendered improbable in view of abscesses 
within the epiderm, one of the outstanding criteria of yaws. I called Dr. 
Wright’s attention to the illustration in Castellani’s textbook under the heading 
of yaws, in which there was also this cushion-like swelling of the bottom of the 
foot. I do not know whether that sort of swelling is present in syphilis. There 
has been a rapid response to the arsenical, a thing that occurs in yaws, and | 
should like to know if others think the disease could be yaws. 


Dr. Joun H. Stokes: I questioned the woman as to traveling, and she said 
she had never been farther south than Philadelphia. I concede the validity of 
all that Dr. Weidman has said. It is true that yaws occasionally appears in this 
country, its occurrence being hard to explain, but I think that a more searching 
inquiry into possible sources of infection would have to be made before diagnosis 
could be accepted. I should like to point out that the late Fred G. Harris con- 
sidered neoarsphenamine as specific for blastomycosis as for syphilis, and | 
have seen extensive blastomycoses clear up as a result of four or five injections 
of neoarsphenamine and a blastomycotic epididymitis respond to neoarsphenamine 
with the same rapidity as this lesion has done. In cases of clinically and micro- 
scopically demonstrated actinomycotic appendicitis I have seen the sinuses, the 
intumescence in the abdomen, the adhesions and all the other manifestations clear 
up as a result of administration of arsphenamine. Therefore, I think that one 
has to be extremely careful in making a diagnosis of syphilis on a lesion that 
looks as little syphilitic as this patient’s did merely because the woman had a 
positive reaction of the blood and because the lesion cleared up as a result of 
treatment with arsphenamine when it had resisted medication with bismuth, 
mercury and the iodides. I do not think that the diagnosis of an unusual mycotic 
picture of some sort has been eliminated yet. 

Dr. Carrot S. Wricut: I rather favor the diagnosis of a possible blasto- 
mycosis, chiefly because I cannot believe that any syphilitic lesion would be so 
resistant to bismuth. I have seen syphilis partially resistant, new lesions 
appearing and the lesions requiring some time to undergo involution, but | 
cannot believe that true syphilis would be as resistant as this lesion has proved 
to be to every antisyphilitic drug except neoarsphenamine. 

Dr. Frep D. WetpMan: I think the sections definitely ruled out the grosser 
parasitic fungi, such as those which cause blastomycosis and Indiella and Madurella, 
the ordinary causes of Madura foot. About the only thing that would remain in 
the way of a fungous infection would be one of the extremely delicate thread 
organisms of the order of Nocardia. Of course there are actinomycetic forms 
of Madura foot, but I feel sure that the sections rule out blastomycosis. 

Dr. Joun H. Stokes: I have seen nocardiosis of the face clear up as a 
result of treatment with neoarsphenamine, and neoarsphenamine is regularly used 
at the Mayo Clinic in the treatment of sporotrichosis. 

Dr. Carrot, S. Wricut: While the patient was in the hospital cultural 
studies were made and gave negative results. I think, however, that the pathol- 
ogists were chiefly looking for a possible fungus of the order of Epidermophyton. 

Dr. VAUGHN C. GARNER: My remarks have no bearing on the case under 
consideration, but with reference to the nonspecificity of neoarsphenamine, I have 
recently observed a case of anthrax in which the physician to whom I referred 
the patient told me that neoarsphenamine has practically replaced, in his own 
experience at least, the use of antitoxin in cases of anthrax. In the case to 
which I refer treatment with neoarsphenamine was successful. 
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Acute Septicemia with Manifestations of Pemphigus, Toxic Myocarditis 
and Nephritis. Presented by Dr. Jonn H. Stokes. 
|. B., a Negress aged 38, was receiving antisyphilitic therapy when an eruption 


resembling erythema multiforme bullosum developed in November 1936. Two 


weeks later she was admitted to the hospital, acutely ill with a bullous eruption 
on the skin. The nose and mouth were bleeding. The condition was diagnosed 
as pemphigus. The patient was transferred to the medical service two weeks 
later because of acute dyspnea; at that time a diagnosis of toxic myocarditis was 


made. She recovered from the acute cardiac complication in about three weeks. 
Shortly before this she showed evidence of failure of renal function, as manifested 
by increase in the urea nitrogen content of the blood and edema. This condition 
has improved consistently. The cutaneous and mucosal lesions have disappeared 
so that in the past three weeks the patient has become almost entirely free from 
these manifestations. At present there are no dermatologic lesions except residual 
pigmentation, which is most tarked on the legs. 

A culture from an extracted tooth showed a nonhemolytic streptococcus. Many 
red and a few white blood cells were present in the urine. The test for occult 
blood was positive. The urea nitrogen content of the blood is 9 mg. per hundred 
cubic centimeters at present, but at one time it reached 89 mg. Cultures of material 
from the bullae and of blood gave negative results. Treatment has consisted 
of (1) transfusions; (2) potassium permanganate baths and local application of 
ointments; (3) administration of theobromine and digitalis (this was prescribed 
in the medical department). 

DISCUSSION 

Dr. ABRAM STRAUSS: To what does Dr. Stokes ascribe the remission? 

Dr. Joun H. Stokes: I think that this type of condition corresponds to 
butcher’s pemphigus, from which there have been recoveries. Pemphigus unques- 
tionably is a septicemia in some cases, and it certainly is not surprising for 
streptococci to be present. Some patients with a streptococcic infection recover 
after transfusions and serum therapy. Just exactly why those measures work 
is a little difficult to say. A certain proportion of patients with butcher’s 
pemphigus and with acute pemphigus always recover, almost regardless of what 
is done for them. The remission in this case is not, after all, so surprising, and 
I really do not think that this woman will have a relapse, but I believe that she 
will recover. She has suffered permanent damage to the myocardium, but 
pemphigus is not necessarily fatal. 


A Case for Diagnosis. Presented by Dr. E. R. Gross for Dr. Josern V. 
KLAUDER. 


E. F., a Negress aged 27, has six small flat papular lesions on the right upper 
eyelid and one on the lower lid at the inner canthus. There is a similar condi- 
tion on the left, three papules being present. The lesions are infiltrated. Her 
father died at the age of 50, of diabetes. Otherwise the family history is 
irrelevant. The patient had the usual diseases of childhood, and she had pneu- 
monia at the age of 12 years. Two years ago she had one miscarriage, five 
and a half months after conception. 


DISCUSSION 


Dr. Frep D. We1IpMAN: When I first saw the patient I thought of molluscum 
contagiosum but could not satisfy myself about the central umbilication. The 
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summits of the lesions are shallow, flat, cratered and covered with a little scale 
I believe that the condition is another of the tuberculids of the type Dr. K lauder 
and I have been writing about, although I could not palpate any epitrochlear 
glands. I take it that the condition is in an early stage. If eventually it should 
turn out to be one of these peculiar anergic sarcoids observed in Negroes | 
think it would be of value in indicating where the earliest lesions may be looked 
for, namely, at the inner canthus of the eye. 


Dr. THomMAs ButterwortH, Reading, Pa.: In a recently reported series 
of 200 tumors of the eyelid, benign papillomas were recorded as the most com- 
mon type, and I offer that diagnosis. 


Dr. Carrot, S. Wricut: I thought of molluscum contagiosum in this case. 
It seems to me it would be simple to confirm or rule out that diagnosis by 
expressing the lesion. I wonder if that has been tried. 


Dr. Epwarp F. Corson: The condition might even be a benign cystic epi- 
thelioma; I do not feel like offering a diagnosis without histologic study. 


Note.—The histologic picture was unequivocally that of tuberculosis. 


Dermatitis Factitia. Presented by Dr. VAuGHN C. GARNER. 


M. S., a woman aged 20, presents bizarre linear crusted and impetiginized 
lesions over the extremities and on the middle of the chest, the upper portion of 
the abdomen and the lower portion of the back. There are sharply circumscribed 
dime-sized bullous and crusted lesions of the palms, which are undergoing involu- 
tion. The upper portion of the back is not involved. The condition had its onset 
in July 1936, when the patient, while scrubbing the floor, ran a Victrola needle 
into her left forefinger. A blister developed at the site of trauma, and within a 
few days similar lesions appeared over the body. The patient, an underdeveloped 
woman of low mentality, is the youngest of six children. 

DISCUSSION 

Dr. Frep D. WempMAN: The rather remarkable feature of this case is the 
symmetry of the lesions on the back. It illustrates the extent to which a patient 
with an artefact can go in imitating a dermatosis. This was strikingly demon- 
strated in the case of a man who over each vertebra posteriorly and bilaterally 
had lesions that looked like two perpendicular rows of “buttons,” one row being 
precisely parallel to, and straddling, his spinal processes. There were no other 
lesions on the back. 

Dr. Joun H. Stokes: One is sometimes deceived in these cases by a history 
of an original injury. It is extremely important to remember that a whole chain 
of artificial pictures on the skin can originate, not in the mind of the patient, 
springing full blown from nowhere, but in the suggestion that the patient gets from 
an original slight injury. In this case it was a Victrola needle run into the 
patient’s finger that acted like a stimulant to the group of mental processes which 
bring these things into being. The patient may not be aware that she is inflicting 
the lesion. In this case I think confrontation with the diagnosis may bring a 
satisfactory reply, although I doubt that it will. These patients are not always 
to be regarded as malingerers. Patients with artefacts should be shown at meet- 
ings of medical societies wherever possible because the members of the profession 
at large are certainly not familiar with these pictures and frequently make gross 
mistakes in diagnosis. 

Dr. VAuGHN C. GARNER: I attempted confrontation of this patient tonight, 
without effect. The girl absolutely denies that she has produced these lesions 
herself. At the recent meeting in Toronto, Canada, Dr. Traub discussed a similar 
case in which there were sharply circumscribed bullous lesions on the palms and 
declared that they had been produced by the patient’s holding her hand over the 
steaming spout of a tea kettle. Another speaker said that acetic acid produces 
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resembling erythema multiforme without any inflammatory areola. I sus- 

it the lesions in this patient were produced by the stopper of a bottle, but 
;solutely denies that she has been instrumental in producing them. She is 
evidently a household drudge, who scrubs floors and washes dishes for the greater 
part her existence. Apparently the original trauma, which was accidental, 
afforded her the opportunity of escaping work, and she has perpetuated the lesions 
means otf continuing escape. 


les 
pect 


she 


as « 


Mycosis Fungoides d’Emblée. Presented by Dr. T. H. STeRNzerc. 


|. H., a woman aged 23, has numerous tumors in all stages of development 
over the arms and legs. They vary in size, some being small bluish and reddish 
subcutaneous nodules and one, on the right ankle, being a fist-sized fungating 
lesion. On the outer aspect of the right thigh there are three elevated round 
soft deep reddish plaquelike lesions; one of these tends to clear in the center. The 
patient first noted a small tumor on the calf of the left leg in July 1936. Since 
then numerous tumors have continued to appear over the arms and legs. None 
has disappeared, but all of them have gradually enlarged. Several have broken 
down, discharging a colorless fluid. 

Examination of the blood showed 4,400,000 red cells, 10,200 white cells and 
72 per cent hemoglobin. The results of the differential cell count were as follows: 
polymorphonuclears, 78 per cent; lymphocytes, 15 per cent; monocytes, 5 per cent, 
and eosinophils, 2 per cent. The urine showed a slight trace of albumin. Roent- 
gen examinations of the chest and tibia showed no abnormalities. Serologic tests 
of the blood gave negative results. 

DISCUSSION 


Dr. ABRAM STRAUSS: I cannot feel satisfied that the condition is mycosis 


fungoides. 
Dr. Frep D. WEIDMAN: The histologic picture is compatible with one of the 
lymphoblastomas, not with mycosis fungoides specifically. Of course, the absence 


of itching is much against my wholehearted acceptance of the diagnosis of granu- 
loma fungoides. The condition may be an aleukemic dyscrasia of blood-forming 
tissue, and I think that the more one comes to study the dyscrasias associated 
with cutaneous expressions, the more, perhaps, one will occasionally depart from 
the classical dermatologic symptomatology of granuloma fungoides, including 
itching. I think that probably in the past dermatologists have included in granu- 
loma fungoides some of these other disturbances, perhaps rare diseases of blood- 
forming tissues, such as aleukemic reticulosis. I think that in this case the disease 
is a type of lymphoblastoma. It is not necessary to classify it strictly and 
designate it as granuloma fungoides. Hematocytologic studies, including a study 
of the sternal bone marrow, should be made. 

Dr. JouN H. Stokes: So far as itching is concerned, it is possible for the 
premycotic stage to endure for years, the disease terminating in a perfectly typical 
mycosis fungoides without itching having been present to any appreciable degree. 
Itching is a highly individual symptom dependent to a large degree on the threshold 
of irritability of the person’s nervous system quite as much as on his skin. One 
sees patients who itch excruciatingly, others who itch very little, and some who do 
not itch at all. I agree with Dr. Weidman that it is not wise to make a frank 
diagnosis of mycosis fungoides. The diagnosis of a lymphoma, possibly lympho- 
granuloma, is a much safer and more conservative way of classifying the condition. 
On the other hand, a person in seemingly good health can in a few weeks become 
covered with large tumors and yet remain in the most amazing state of well-being. 
That is one of the things that always arouses my suspicion. It is one of the bad 
things about mycosis fungoides that the patients have such a long and horrible 
end, such disfigurement and yet such preservation of bodily function. A sternal 
puncture is necessary, but there has not been time to do one yet. 
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Septid from Unknown Focus. Presented by Dr. JoHN H. Stokes, 


E. K., a woman aged 33, has multiple bluish red indurated painful nodules jy 
the hypoderm and skin in all stages of development, discharge of clear yellow 
fluid and crusting and healing with deep puckered scars. The lesions are dijs- 
tributed over the arms, legs, thighs and buttocks. The patient spent twenty-five 
weeks in bed in 1926 with an eruption similar to the one now present. Cure 
followed a tonsillectomy. She had an infected left foot after picking a corn ip 
1936. An incision was made, and this was followed by a generalized eruption of 
the present type, which has persisted up to date, new lesions, discharge and healing 
occurring. The patient has taken no iodides or bromides. ) 

The blood count, urinalysis and serologic tests of the blood gave negative 
results. The urea nitrogen content of the blood was 10 mg.; the sugar content. 
70 mg., and the cholesterol content, 204 mg., per hundred cubic centimeters. 
Several cultures of material from the lesions and of the blood gave negative 
results. Roentgen examination of the bones and chest showed no abnormalities. 
A test with a 1: 10,000 dilution of tuberculin was negative. A histologic section 
showed granulation tissue. Treatment has consisted of 0.3 Gm. of neoars- 
phenamine given twice a week and has resulted in a decrease of the fever and 
improvement in the lesions. 

DISCUSSION 

Dr. Donatp M. Pittssury: I wish to emphasize that cultures of every type 
which my co-workers and I and Dr. Forrester, of the Pepper Laboratory, could 
think of, were made in this case, but all gave negative results. I am quite con- 
fident that these abscesses are sterile in their inception. 

Dr. Joun H. Stokes: I think attention might be called to the fact that the 
patient is getting better, for some unknown reason. She seems to be improving 
as a result of treatment with neoarsphenamine. Arsenic is the good standby when 
there is a picture that suggests a tuberculid and yet the diagnosis cannot be 
confirmed. It seems to have helped this patient more than anything else, and | 
recommend it for that reason. 


Dermatomyositis? Presented by Dr. Berrram SuHarrer for Dr. Joun H. 

STOKES, 

T. M., a woman aged 45, is acutely ill. Over the lower extremities, the 
abdomen and the lower half of the chest anteriorly she has a generalized diffuse 
brawny indurated tender swelling. The skin is tense, shiny and of cyanotic 
brownish hue. Pitting edema is present only over the dorsa of the feet. The 
condition developed in May 1936, beginning with swelling of the legs which 
started in the ankles and spread up the legs. Two weeks later there were pain 
over the heart and fever. The symptoms have persisted up to the present. There 
has been shortness of breath for the previous three months. Since the patient 
was admitted to the hospital there have appeared on the face, right breast and 
left ear several painful inflammatory masses, which have subsided spontaneously. 
The left lobe of the thyroid is enlarged. There is dulness at the base of 
each lung. 

Serologic tests and culture of the blood, a Widal test, a blood cell count and 
urinalysis gave negative results. The protein content of the blood was 5 mg.; 
the cholesterol content, 103 mg., and the urea nitrogen content, 7 mg., per hundred 
cubic centimeters. The basal metabolic rate was +23 per cent. Roentgenograms 
and a gastro-intestinal examination showed no abnormalities other than duodenal 
adhesions ; the chest showed bilateral hydrothorax. The heart was normal. Report 
on a biopsy specimen stated that edema, subepithelial fibrosis and occasional 
round cell infiltration were observed. There were no vascular changes. The 
patient has received vitamin B: extract intravenously, wheat embryo extract orally, 
brewers’ yeast extract orally, liver extract; salyrgan; a product to aid digestion 
of protein and potassium iodide. She received transfusions and on Jan. 6, 1937, 
underwent a thyroidectomy. 
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DISCUSSION 

FreD D. WEIDMAN: I thought of trichiniasis and beriberi, but I find that 
possibilities have been thoroughly exhausted, and I feel that I must agree 

with the diagnosis. The patient is Italian. I doubt much that the condition is 
Glariasis. ‘That would almost certainly have shown in the blood at the time of 


examination, particularly if the examination was made at night time. As I recall, 


however, there was not the usual history of an acute febrile attack at the onset. 


Dex. BERTRAM SHAFFER: The patient had a high basal metabolic rate—about 
430 per cent—and for that reason many of the physicians thought that all the 
symptoms might be accounted for on the basis of hyperthyroidism. Thyroidectomy 
was therefore performed ten days ago, and since that time the patient’s general 
mptoms have been much worse, though the skin has remained about the same. 
Dr. Joun H. Stokes: This case illustrates one other thing, that is, that 
dermatologists should do their own biopsies. The suggestions to the surgeons 
about taking a biopsy specimen to determine the diagnosis resulted in obtaining 
no “myositis” but plenty of “dermato.” The great trouble with biopsies in these 
cases is that the material is not excised deeply enough. 

Dr. SIGMUND S. GREENBAUM: On what basis was the differential diagnosis 
between trichinosis and dermatomyositis made? 

Dr. Joun H. Stokes: No muscular tissue was examined to establish the 
diagnosis. That is why the diagnosis of dermatomyositis is questioned. 


S\ 


Dr. SIGMUND S. GREENBAUM: The patient has no eosinophils, but that may 
go with trichinosis, and I wanted to know whether a Bachman test had been made. 


Pemphigus Vulgaris. Presented by Dr. Joun H. Strokes. 


C. L. T., a man aged 49, has a generalized vesicular and bullous eruption 
which is more marked in the flexures. The mucous membrane of the lips, mouth 
and pharynx is markedly ulcerated. The patient had conjunctivitis for two 
months, beginning about May 1936. He had an ulcerated mouth and a vesicular 
eruption on the penis, beginning about July, and a generalized cutaneous eruption 
since December. 

Examination of the blood showed 4,400,000 red cells and 11,500 white cells. 
The differential cell count showed 76 per cent polymorphonuclears, 12 per cent 
lymphocytes, 4 per cent monocytes, 6 per cent eosinophils and 2 per cent basophils. 
The urea nitrogen content of the blood was 16 mg., and the sugar content, 74 mg., 
per hundred cubic centimeters. Serologic tests of the blood were negative. 
Urinalysis showed no iodides and bromides. Roentgen examination of the chest 
showed healed tuberculosis in the right lung. Examination of the sinuses revealed 
thickening of the mucous membrane in the lining of the ethmoids. Treatment 
has consisted of three transfusions of 250 cc. of blood during the last week and 
of administration of sulfanilamide in doses of 15 grains (0.975 Gm.) every six 
hours for the last two weeks. There is improvement in the cutaneous lesions. 

DISCUSSION 

Dr. Fred D. WetpMAN: The condition may be a fusospirillary infection. 
There is at present in the ward a patient who has marked condylomas in both 
axillae and over the external genitalia that are reeking with Vincent’s organisms. 
She has received neoarsphenamine, and improvement has occurred from time to 
time. In Dr. Stokes’ case the distribution and the presence of this type of lesion 
in the mouth make me feel that possibly the cutaneous lesions are of fuso- 
spirillary origin. 

Dr. Donatp M. Prtisspury: From the practical standpoint, I wonder if any 
one has any suggestions as to means of reducing the extreme sensitivity of the 
mouth long enough at least to permit a patient to eat some food. The condition 
does not present great difficulty dermatologically at the present time. It is a 
matter of nutrition, and suggestions as to how this man may eat a square meal 
occasionally will be appreciated. 
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Dr. J. M. ScHILpKravut, Trenton, N. J.: I suggest tablets of ethyl aminobey- 
zoate. I have been able to feed a patient for a short time by having her dissolye 
these tablets in the mouth. 


Dr. Rospert L. GILMAN: Our experience with the patient Dr. Weidman just 
mentioned has shown that at one time she was helped by weak dilutions of zine 
sulfate and at other times by gentian violet and a solution of metaphen. The 
only preparation which gave her relief, however, was the zinc sulfate. 

Dr. Joun H. Stokes: This patient’s condition is of some interest in view of 
the suspicion that pemphigus is possibly a streptococcic infection and a strepto- 
coccic septicemia. Dr. Sergeant Pepper treated this man for a time with sy- 
fanilamide intramuscularly and orally, but no real improvement resulted. The man 
got so definitely worse that he was given transfusions, which have helped him 
greatly. Feeding a patient with such a condition is often a matter of nursing: 
the food should be soft. It is also possible to feed a patient with a nasal catheter: 
apparently the lesions do not develop in the nose to the extent that they do in the 
mouth. Another point is that nearly always the patient is edentulous when he 
applies for treatment because the first thing that happens is that a dentist decides 
that he has trench mouth or pyorrhea and extracts every tooth. This man has lost 
all the teeth of his upper jaw without any benefit. That is so common a mistake 
that every dermatologist ought to emphasize it. Now as to the question of fuso- 
spirillosis. That interests me a great deal because a long contact with a pessimistic 
stomatologist and otolaryngologist who had the best perspective on infection 
with Vincent’s organism of any one I have ever known taught me that the organ- 
ism lacks any specific or etiologic significance in the mouth when seen alone. The 
presence of Vincent’s organism in vegetative lesions, on carcinomatous lesions, 
on chancroid and on lymphomas in the mouth has no more significance, according 
to this man, than the mere presence of the staphylococcus on the skin. I think 
that should be borne in mind so that too much importance will not be attached 
to a fusospirillosis. 


Dr. J. M. ScHILpKrAvT, Trenton, N. J.: If there is pain in the throat, a useful 
trick is to press the heels of the hands firmly into the ears of the patient and have 
him swallow. In that way a patient may take a whole glass of water or of milk 
without pain, even when the pain is due to an abscess in the throat, as in quinsy. 


Tuberculosis Cutis (Sarcoid?). Presented by Dr. Carmen C, THomas for 
Dr. DonaLp M. PILLsBury. 


M. W., a Negress aged 37, has on the right frontal region of the scalp an area 
of almost total alopecia. There are heavy scaling and crusting, the entire lesion 
being surrounded by a definitely palpable raised border. There is a similar but 
smaller patch near the left auricle. Over the bridge of the nose, at the angles 
of the mouth, on the labia majora pudendi and in the perianal region are dry, soft 
and slightly scaly erythematous papules showing no follicular plugging. There is 
moderate enlargement of the preauricular, submaxillary, postauricular, anterior 
cervical and inguinal lymph nodes. There is a variegated mottling of the skin 
of the anterior aspect of the legs. The condition developed in January 1936, 
papules appearing on the bridge of the nose and the area of alopecia in the right 
frontal region of the scalp, and there has been a slow, steady increase. A month 
or two later similar lesions appeared on the eyelids and on the other sites which 
are now involved. Lymphadenopathy has been present since June 1936. The 
patient is somewhat thin and undernourished; her blood pressure is 132 systolic 
and 80 diastolic. There are no abnormalities in the heart and lungs, and exami- 
nation of the cerebrospinal fluid gave negative results. Repeated dark field 
examinations of material from the lesions on the vulva and in the mouth and nose 
gave negative results. The tuberculin test was negative. Kolmer, Kahn and 
Kline tests of the blood were all negative. Examination of scales from the scalp 
showed no mycelia. There was no growth on culture. Urinalysis gave negative 
results. Examination of the blood on Aug. 8, 1936, showed 2,800 white cells. 
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The results of the differential cell count were as follows: polymorphonuclears, 
& yer cent; lymphocytes, 19 per cent; monocytes, 8 per cent; eosinophils, 5 per 
cent. On Oct. 1, 1936, there were 6,550 white blood cells, 70 per cent poly- 
morphonuclears, 21 per cent lymphocytes, 5 per cent monocytes and 4 per cent 
eosinophils. On Nov. 5, 1936, there were 4,600 white blood cells. Roentgen 
examination of the chest showed exaggerated markings of hilar shadows on both 
sides. There were a few soft shadows in the first and second costal interspaces 
on the right side. 

lhe diagnosis was a possible lesion in the upper lobe of the right lung. On 
Aug. 19, 1936, histologic examination of material taken from the left side of the 


nose showed tuberculosis cutis. 
9 


lreatment has consisted of three weekly injections of 2 cc. of bismuth sub- 
salicvlate, but no improvement has resulted. Since November the patient has 
received weekly injections of gold sodium thiosulfate; the original dose was 1 mg., 
and at present she is receiving 60 mg. 


DISCUSSION 


Dr. Epwarp F. Corson: I prefer a diagnosis of lupus erythematosus in this 
case. I think that the patch on the scalp is quite compatible with that diagnosis, 
embodying as it does the usual features of that condition, namely, scarring, atrophy, 
alopecia, erythema, margination and scaling. The feature that appealed to me 
as the strongest point bearing out that conclusion was the small crusted nodule 
on the right side of the nose. In it are some typical pilosebaceous follicles with 
large plugs. The distinction between sarcoid and lupus erythematosus is, as is 
evident from the society transactions reported in the ARCHIVES, a frequent source 
of difference of opinion. There is really little clinical difference between the two. 


Dr. Carrot S. WricGHTt: I agree with Dr. Corson. I certainly thought that 
the lesion on the scalp was lupus erythematosus, but what I regard as being also 
typical is the one in front of the left ear. I am inclined to believe that it is lupus 
erythematosus associated with other lesions which are definitely of a tubercu- 
lous character. 


Dr. HERMAN BEERMAN: Histologically the section showed epithelioid and 
giant cells, and I think that that is compatible with the condition described by 
Drs. Weidman and Klauder. 


Multiple Benign Cystic Epithelioma. Presented by Dr. Earte F. KuNKEL 
for Dr. Joun H. STOKEs, 


S. D., a Negro girl aged 15, has multiple discrete firmly embedded round 
papules varying in size from that of a pinhead to about 1.5 cm. in diameter over 
the nose, the nasal folds, the chin, the forehead, the temporal regions, the neck 
and the scalp. The small lesions are the color of the surrounding skin; the 
larger ones are slightly yellowish and translucent. A few of the lesions are 
umbilicated. They are painless when touched. Puncture and compression of 
several of the lesions reveal no expressible contents. For the past two years the 
patient has noticed that small round lesions appear continually on the face, neck 
and scalp. They develop slowly, being originally the size of a pinhead, and never 
become large. There are no subjective symptoms. Serologic tests of the blood 
and urinalysis gave negative results. The blood cell count was normal. The 
histologic study confirmed the clinical diagnosis. 

DISCUSSION 

Dr. Frep D. Wetpman: I think that in cases of this condition one must be 
careful to inquire about other members of the family, as recent studies by Dr. Gold- 
man have shown that in three families seven members were affected in 
three generations. 

Dr. Earte F. KunKeEt: This patient’s mother died in 1922, and the father 


has been missing since the same year. The patient has three brothers and sisters 
who live in Virginia. The history, as given by the aunt, was that these lesions 
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were discussed about a month ago when the brothers and sisters were in Philadel- 
phia on a visit and that it was stated definitely that no other member of the 
family has similar lesions. 


Erythema Induratum (Bazin’s Disease). Presented by Dr. Joun H, 
STOKES, 

W. M., a man aged 36, obese, apparently in robust health, has over the posterior 
surface of both legs a number of indurated, dusky red-brown plaques and sub- 
cutaneous nodules in various stages of evolution. The sites of former lesions are 
deeply pigmented and show some atrophic scarring. There are no ulcerated lesions 
at present, but many of the former nodules have produced ulcers with ragged 
borders which are shallow and not markedly purulent at the base. The condition 
developed in about 1930, beginning as a “boil” on the left leg. Nine months 
later and periodically since then similar indolent lesions have appeared about both 
legs. Individual lesions heal in from two to three months and leave pigmentation 
and scars. The condition is made worse by exercise. The patient had several 
abscessed teeth when he was first seen, but these have been removed. Treatment 
has consisted of administration of gold sodium thiosulfate and neoarsphenamine, 
of a salt-free, high vitamin diet, of ultraviolet and roentgen irradiation, of applica- 
tion of silver nitrate to the ulcerated lesions and of removal of foci of infection. 
The most marked response was obtained after the abscessed teeth were extracted. 
This was followed by a remission lasting a year and a half. 


DISCUSSION 


Dr. Joun H. Strokes: I am presenting this case for three reasons: 1. I think 
that often a condition diagnosed as erythema induratum is a pyogenic or allergic 
sensitizing infection with a possible tuberculosis which is demonstrated with a 
great deal of difficulty. In this case and in all cases of this condition one is likely 
to find that the removal of the most trivial focus of infection—a single question- 
able tooth, for example—results in a prolonged remission after every form of 
treatment has failed. This man had every form of therapy imaginable, and he is 
a good illustration, in my mind, of the failure of treatment with a gold preparation 
in proved cases of tuberculosis. The eruption cleared up after an infected tooth 
was removed, and it did not recur for a year and a half. This year he had a 
sudden relapse, which I think has some connection with the sensitizing influence 
of the infection which has spread over the country in the last few months. 2. One 
should be extremely careful in treating these lesions lest one be sued for damages. 
They should not be irradiated too eagerly with roentgen rays because the outcome 
is absolutely unpredictable. A measure which one thinks will result in a curative 
response may result in a sudden breakdown, multiple ulcerations being immediately 
produced and the physician getting the blame for the outcome. 3. It is extremely 
important to watch the peripheral circulation and support it with bandages. Fre- 
quently it is impossible to clear up an erythema induratum that does not respond 
to administration of a gold preparation or of neoarsphenamine or to any other 
measure until the legs are systematically bandaged and the circulation is supported. 

Dr. SIGMUND S. GREENBAUM: The last point made by Dr. Stokes seems to 
be corroborated by a recent report of a therapeutic measure wherein it is claimed 
that the condition cleared up after the application of equal parts of flexible and 
contractile collodion. 

Dr. Donato M. Pittsspury: The gelatin boot is valuable in treating this 
condition. 


Linear Scleroderma. Presented by Dr. J. LaMar Cattaway, Durham, N. C., 
for Dr. Joun H. Stokes. 

A. Y., a woman aged 26, who is thin and high strung, has a single linear 
depressed scar which follows the distribution of the supra-orbital nerve. There 
is no hemiatrophy. The sclerodermatous area is almost devoid of hair. The 
condition developed about three years ago and was followed by gradual develop- 
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a linear plaque with alopecia. It was never inflammatory. There has 
trauma or infection, and the patient has received no irradiation. Treat- 
as consisted of administration of ammonium chloride and a high fat diet, 
hich the lesion appeared more vascular, more flexible and somewhat smaller 
few more hairs grew in. 
DISCUSSION 

loun H. Strokes: Treatment with anthralin (dihydroxyanthranol) ointment 
ittempted to see what could be done to further a little more growth of hair 
this lesion and increase the flexibility of this scar by maintaining this amount 
of tonic counterirritation for a time. There is no question that remarkable 
improvement—I should say to the extent of from 40 to 50 per cent—has resulted 
from the measures that have been used, if the measures produced the improvement. 
\nvy one who has ever given irradiation to a patient in whom such a lesion 
develops is in line for a damage suit. It is perfectly astonishing how lay persons 
‘ake for granted that these things are the result of irradiation if radiation has 

heen administered anywhere about the head. 


A Case for Diagnosis (Psoriasis? Lichen Planus? Erythroplasia of 
Queyrat?). Presented by Dr. Donatp M. PILissury. 


G. Y., a man aged 39, has.a sharply marginated angular scaling erythematous 
plaque on the dorsum of the glans penis. It developed two and a half months ago, 
appearing as a solitary angular patch on the dorsum of the glans. There were 
no subjective symptoms, and the patch gradually enlarged to its present size. 
The patient had a recurrent gastric ulcer; there is no history of ingestion of drugs 
with the exception of alkalis and phenobarbital. Various local measures of unknown 
nature have been applied without result. One roentgen treatment was followed by 
improvement. 

DISCUSSION 

Dr. Carrot, S. Wricut: I have been puzzled for six months by a patient 
who exhibits a similar lesion. I considered the same diagnoses. The man hap- 
pened to have a marked seborrhea of the scalp which responded to application of 
sulfur and salicylic acid, but the penile lesion remained unchanged after treatment 
with ointments containing sulfur, silver oxide and anthralin (dihydroxyanthranol) 
and in spite of all therapy gradually became worse. I asked Dr. Traub to examine 
this patient, and he absolutely ruled out the possibility of erythroplasia. I have 
never observed a case of erythroplasia, although many occur in New York. About 
a week ago I saw the patient and happened to have on my desk a small bottle 
of solution of coal tar and calamine lotion sent me by a drug firm, and I decided 
to try it. There is now about 50 per cent improvement. 


Dr. Ropert L. GmLMAN: I have seen two or three patients with lesions like 
this and had in mind the same diagnoses. In addition, I have considered sebor- 
rheic eczema and drug eruptions. The patients I have seen have had the 
following symptoms in common: There have been no signs of inflammation, no 
lesions on the scalp, on the mucous membranes or in the mouth, no changes in 
the nails, not much more than what might be called average signs of seborrhea, 
no history of drug ingestion and no subjective symptoms. I have found filtered 
roentgen radiation to give the best results. I have not tried treatment with the 
water-cooled quartz mercury vapor arc lamp, but theoretically it seems to me that 
it might be worth while. I consider the condition to be seborrheic eczema. 


Dr. Joun H. Stokes: I saw at the Mayo Clinic combinations of this type of 
lesion on the penis with lesions on the side of the face which from the histologic 
studies and from the course were interpreted as being pagetoid erosive lesions 
of the skin. It may be that that is what the condition is. It is certainly true that 
there can occur on quasimucous, quasicutaneous surfaces like those of the glans 
penis superficial moist or dry plaquelike lesions which can be cured with radium 
but which spread again at the edge of the radium reaction. That has led me to 
suspect these lesions of being premalignant. 
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VauGHN C. Garner, M.D., Chairman 
Feb. 19, 1937 


THoMAS ButtrEerwortH, M.D., Secretary 


A Case for Diagnosis (Resistant Seborrheic Eczema or Carcinomatosis?), 
Presented by Drs. G. E. PFAHLER and Ropert L. GILMAN. 


Y. N., a woman aged 66, has had a “sore” behind the right ear which whey 
seen by us three years after its inception was clinically an epithelioma 2 by 1 em, 
in diameter. The skin round about appeared healthy. The histopathologic report 
at that time was basal cell carcinoma. The lesion was destroyed and then treated 
with radium during June and August 1936, and it disappeared completely. Mean- 
while there developed behind the right ear a red oozing dermatitis with some 
scaling, and similar but drier patches appeared in the axillae and over the lower 
portion of the abdomen. On Dec. 9 and 22, 1936, the patient received a half skin 
dose of roentgen radiation. At present all the lesions have disappeared except 
the patch behind the ear. The report on the biopsy stated that there were no 
signs of malignant change in the epiderm. The hyperplastic cells in the sheaths 
of the hair follicles were of the order of basal cell cancer, but there was no 
permeation or invasion ~* tissue. 

Treatment has consisted of application of bland ointments and wet dressings to 
all regions plus several fractional doses of roentgen radiation. 

DISCUSSION 

Dr. Jos—EpH V. KLAupeR: I presume Drs. Pfahler and Gilman had in mind 
the erythematoid, pagetoid or Bowen type of epithelioma. Clinically I do not 
believe that the condition falls within that category. The absence of the fine 
pearly border and the duration and location of the lesion are against such a diag- 
nosis. I have never seen that type on the face, and I certainly have not known it 
to occur back of the ear. It is more common on the trunk. The duration is 
short for an erythematoid type of epithelioma. I should have guessed the duration 
of a lesion of that size to be many years rather than a few months. I may be 
wrong, but my guess would be that the histologic section did not show epithelioma. 


Dr. S1GmMuND S. GREENBAUM: Have any chemicals been applied to the lesion 
at any time? 

Dr. G. E. Pranter: Not by me, I think some salves were applied before 
I saw the patient. 

Dr. JoseEpH V. KLAupEer: At present I should be inclined to view the con- 
dition as a seborrheic one localized at a focus of trauma or irritation incident 
to the necessary previous treatment. I suggest treatment with soothing applica- 
tions, such as are used in acute dermatitis. : 


Dr. S1ic¢mMuND S. GREENBAUM: I should make a diagnosis of retro-auricular 
chronic impetigo on the basis of the appearance of the lesion and the presence of 
an isolated lesion about the size of a lentil just behind the old patch, and I suggest 
a therapeutic test with 3 per cent ammoniated mercury ointment and 0.5 per cent 
salicylic acid. I do not think that the condition is seborrhea. 


Dr. Frep D. WetpMan: I do not think it is seborrheic eczema. There is 
little, if any, scaling, and the histologic sections show no sign of hyperkeratosis. 
There is a peculiar picture in the sections. There is no neoplastic hyperplasia 
in the epiderm and no basal cell cancer. The nonspecific hyperplasia which is 
present may be the result of almost any sort of irritant—eczema or radiation. 
The cells in the sheaths of the hair follicles are also hyperplastic and of a similar 
order, and deep down in some of the follicles the hair has entirely disappeared. 
In those places there is a solid clump of cells, and those cells are of the type 
seen in basal cell cancer. There is hyperplasia, but that is not all—while they 
are becoming hyperplastic the cells are also taking on the histologic qualities of 
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hasal cell cancer. Until I saw the patient tonight I was inclined to regard the 
1 as being possibly the effect of stimulation from radiation, but I surmise 
that the radiation has not been applied to the part from which the biopsy specimen 
was taken. The eruption reminds me of diffuse erysipelatoid carcinomatosis as 
seen i) connection with carcinoma of the breast; it has that red, tumid, diffuse, 
expanding appearance which microscopically shows no real edema or inflammatory 
infiltration but is really due to thin strands of cancer cells. It is curious that the 
lesions are so red, in view of the fact that the infiltrating cells are cancer cells ; 
hut that they exist is a matter of common clinical knowledge. It may be that 
these delicate little cylinders of basal cells are analogous to the strands that extend 
into the lymphatics in cases of erysipelatoid carcinomatoses of the breast. 

Dr. Ropert L. GmMAN: I should like merely to recapitulate the treatment. 
\ small amount of ammoniated mercury ointment was applied, and other remedies 
directed toward the acuteness of the process, boric acid ointment, mild wet dress- 
ings, and a moderate amount of roentgen radiation, were used. Almost anything, 
however, seemed to produce irritation. The process has been both scaly and 
elistening at times. I do not know how the patient carried out instructions, but 
she has had nothing that approaches a caustic form of treatment. 

Dr. SIGMUND S. GREENBAUM: When I said impetigo, I meant a streptococcic 
infection. This would have to be an unusual cancer to advance to this state in 


1; 
condit 


two months. 

Dr. G. E. PFAHLER: It seems rather strange that a basal cell carcinoma 
occupying approximately the central part of the lesion should have healed com- 
pletely and remained healed during this time. I am familiar with carcinoma of 
the erysipelas type. I reported sixteen cases two years ago and had sections 
removed from the lesions, but in those cases the site of the original lesion was one 
likely to become involved. In this case the original site is certainly not broken 
down as it was in the beginning. I might add that in the erysipelas type the 
development is ordinarily rapid. I have treated lesions of that type with about 
four erythema doses of roentgen radiation and have been able to make any group 
of lesions disappear. However, I find that others develop in the neighborhood 
shortly afterward. 


Prurigo Nodularis. Presented by Dr. JosepH V. KLauper. 


L. W., who was presented at the meeting of the society in December is pre- 
sented again to show the improvement following continuous applications of a 
gelatin dressing containing zinc oxide. 

DISCUSSION 

Dr. Frep D. WerpMAN: I think there is gratifying improvement clinically. 

Dr. JosepH V. KiaupEr: After the patient was presented in December he 
was given injections of congo red, but the results were negative. I think that 
eliminates the possibility of amyloidosis. In my opinion improvement which 
followed the treatment confirms the diagnosis. Prurigo nodularis is regarded by 
some as a reaction to itching. This patient stated that he had severe itching at 
the site of the lesions. It is uncertain whether the lesions in his case followed the 
pruritus; whether that appeared primarily and the lesions secondarily, or vice 
versa. It was for that reason that a continuous zinc oxide gelatin dressing was 
applied. It stopped the itching. I should be inclined to place prurigo nodularis in 
the pruritus group. 


Dermatitis Papillaris Capillitii. Presented by Dr. Hersert J. Smirn. 


I. W., a Negro aged 28, said that in 1928 he noticed a small lump on the back 
of his neck. This grew progressively larger until 1930, when it was removed 
surgically. The operation was followed by ultraviolet irradiation. The lump 
recurred in one month and became progressively larger, new lesions appearing 
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constantly. The patient presents numerous small papules and seven small tumors 
just above the hair line on the back of the neck. These lesions are hard. ‘a 
tender and discrete and show no signs of inflammation. Suggestions as to treat- 
ment are requested. 
DISCUSSION 

Dr. G. E. Pranter: I think I should carefully destroy all the lesions py 
electrodesiccation, trying not to traumatize the deeper tissues too much, and then 
immediately irradiate the site. I should explain to the patient that he woul, 
probably have a permanent alopecia over that area. I should control regrowth 
with irradiation. 

Dr. ALLEN D. KincG: In the patient whom I presented about a year and a 
half ago, after thorough electrodesiccation and treatment with potassium perman- 
ganate powder, a complete regrowth occurred in six months. In another patient, 
with a much milder manifestation, the condition seemed to respond to fractional 
doses of unfiltered irradiation given over about three months’ time, and it is now 
at a standstill. In neither case did a cure result. 


Dr. S1cMuND S. GREENBAUM: I consider this condition to be a folliculitis jn 
a person with a tendency to hypertrophic scarring or keloidal change. In several 
patients whom [| have treated with good results, I followed the French method of 
crisscross cutting of the individual lesions associated with roentgen therapy. 


Bromoderma in a New-Born Child. Presented by Dr. J. M. Scurmpxravt, 
Trenton, N. J. 

C. J. P., a boy aged 3 months, was born with a vesicular eruption on the face. 
After two days an eruption appeared on the head, body and limbs. He has a 
closely grouped shotty vesicular eruption and healed erythematous areas scattered 
over the head, face and body. The eruption has remained more or less fixed. 
The mother stated that she took a considerable amount of bromoseltzer during the 
pregnancy. Treatment has consisted of administration of sodium chloride, ultra- 
violet irradiation, use of vitamins and application of a protective lotion. 

DISCUSSION 

Dr. Frep D. WetpMAN: I make a definite diagnosis of lymphangioma cir- 
cumscriptum. It is true that there is a history of the mother’s having taken 
bromide before the birth of the baby, but that is a common practice, and the con- 
dition in the child may be a coincidence. The lesions are essentially vesicles; 
they are exceedingly tense, are as hard as wood, tend to occur in clusters and 
rise abruptly from the skin, which is not infiltrated. After I pressed the lesions 
my fingers were moist and the mother states that there are blisters at times. 
Some of the lesions are not vesicular. There are some patches which are simply 
pigmentary macules, and it is well known that lymphangiomas are seldom pure 
lymphangiomas. Almost inyariably there is a hemangiomatous intermixture. | 
think these macules are lesions in which the hemangiomatous moiety has perhaps 
dominated, and there is a residual pigmentation resulting from the hemangio- 
matous factor. I think it is generally conceded by pathologists that what derma- 
tologists designate as lymphangioma circumscriptum is not a neoplasm but an 
inflammatory condition. The history in some cases discloses erysipelatoid flare- 
ups, which is in keeping, I think, with that idea. I know it is difficult to obtain 
material for biopsy from an infant, but I think a microscopic examination would 
show lymphangioma circumscriptum. 

Dr. Wrt1aM O. Roop, Atlantic City, N. J.: I am inclined to agree with the 
diagnosis of bromoderma, but another thing that should be remembered is that 
if the mother’s statements can be relied on she has taken large doses of iodides 
during her pregnancy. Another thing which I think is rather against the diag- 
nosis suggested by Dr. Weidman is the fact that some of the lesions on the 
abdomen and shoulders have undergone involution. There is something more or 
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haracteristic in the way a bromide rash undergoes involution and those lesions 
r tend to confirm the diagnosis of bromoderma or, possibly, of iododerma. 


Dr. SIGMUND S. GREENBAUM: I agree with the diagnosis. The lesions are 

‘ually disappearing spontaneously, which I think is rather more in favor of 
.. diagnosis of bromoderma than of that of lymphangioma. Examination of the 
rine might be of interest and of value. I think the interesting thing in this case 
- the fact that lesions developed in the infant without any disturbance in the 
ther: this represents a true congenital hypersensitiveness to bromides. 

Dr. JosepH _V. Kiauper: The lesions as they are now are undergoing involu- 

I considered the diagnosis of urticaria pigmentosa. 

Dr. DonaLp M. Pirttssury: I am inclined to agree with the diagnosis of 
dermatitis medicamentosa. I think the possibility of iododerma is a good one. 
In the cases of circumscribed lymphangioma which I have observed, in the phases 
between any invasion that might occur, the characteristic feature was the absolutely 
clear base. There may be a hemangiomatous element in the eruption, but that is 
easily recognizable and can be differentiated from inflammation. I suggest the 
diagnosis of Duhring’s disease. 

Dr. THOMAS BUTTERWORTH, Reading, Pa.: In view of the fact that the erup- 
tion has been present since birth and of the character of the lesicns over the 
abdomen, which show a certain degree of thickness after they are scraped with 
the finger-nail, I favor the diagnosis of urticaria pigmentosa. 

Dr. J. M. Scuri_tpKraut, Trenton, N. J.: This child was born in a hospital 
and was immediately isolated because the condition was considered to be pemphigus 
neonatorum (or impetigo contagiosa). The patient was removed from the hospital 
as soon as possible, but the lesions did not clear up as a result of the ordinary 
treatment for impetigo. After questioning the mother I obtained the history that 
she had taken bromoseltzer. Some of the lesions have healed spontaneously, and 
I think there has been an improvement since sodium chloride was given. I feel 
that if the condition were lymphangioma circumscriptum it would remain more 
or less stationary. Some of the patches on the body are now definitely healed 
erythematous blotches. 

Dr. Frep D. WEIDMAN: I want to emphasize and record the hardness of these 
nodules. They are like wood. I think that most of the members would doubt 
that they are vesicles. 

Dr. J. M. Scui~pKraut, Trenton, N. J.: They were originally vesicles, but 
I think that some of them have dried and become more or less inspissated. 

Note.—Examination of the urine failed to reveal bromides or iodides. Incision 
of the lesions caused a little free effusion of bright red blood, which soon stopped. 


Psoriasis. Presented by Dr. JosepH V. KLAuDER. 


E. T., a white woman aged 23, is presented to demonstrate the good result of 
treatment with 1 Gm. of sodium thiosulfate given intravenously and with 10 cc. 
of whole blood given intramuscularly at weekly intervals. Her skin cleared up 
after eight treatments and remained clear for six months, this being the longest 
period of remission she has ever had. In conjunction with the sodium thiosulfate 
she was given petrolatum to apply to the skin as a placebo. 


DISCUSSION 
Dr. J. M. ScuipKraut, Trenton, N. J.: I think this bears out the fact that 
almost any treatment sometimes helps in psoriasis. At present my co-workers 
and I are treating a man who has had psoriasis for seven years and whose erup- 
tion has cleared up as a result of treatment with colloidal manganese. A woman 
to whom I am giving colloidal sulfur is also showing improvement. 
Dr. JosepH V. KiLauper: It is quite true that a variety of treatments have 
been employed for psoriasis, allegedly with good results. My co-workers and I 
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have treated one group of patients with psoriasis with sodium thiosulfate intra- 
venously and another group with what we believe is a substitute for siroil. We 
have emulsified ordinary motor oil, and it looks much like siroil. The motor ojj 
apparently helped some patients. Some of them persist in using it, feeling that 
it has been more effective than anything else they have ever tried. I think this 
brings up the interesting question of what siroil is and on what its apparently 
good results depend. A number of patients have spoken to me of the good results 
it produces. 


Dr. J. LAMAR Cattaway, Durham, N. C. (by invitation): My co-workers 
and I had an analysis of siroil made, the results of which agreed almost exactly 
with the report of the Council on Pharmacy and Chemistry of the American 
Medical Association. We treated twenty-six patients through the winter of 1936 
with this preparation. About three improved temporarily; none improved per- 
manently. We feel that any value which the preparation may have is probably 
due to either the mercury or the phenol which it apparently contains. At least. 
the samples analyzed for us contained mercury and phenol. We feel that it has 
little value except for the fact that the oil softens the scale and takes it off. In 
this series nine patients were treated with siroil purchased on the open market, 
and seventeen were treated with “synthetic siroil.” 

Dr. G. E. PFAHLER: On the basis of the observed fact that patients with 
psoriasis are free from lesions where the skin is exposed to the sun, I gave cod 
liver oil to a patient with psoriasis whom I was called to treat because of asso- 
ciated epithelioma, and the lesions cleared up. 

Dr. J. M. ScuHILpKraAut, Trenton, N. J.: I have had two experiences with 
siroil. One patient was a state trooper who wanted to use the drug because the 
state supplied it, and it cleared up his lesions. A few months later he had a 
recurrence and used more siroil, but it was not effective. The other patient, a 
woman, used siroil and had a generalized erythroderma from it. Until then I had 
thought that siroil did not contain any irritating substance. 


Allergic Eczema; Asthma, and Juvenile Cataract. 
SCHILDKRAUT, Trenton, N. J. 


Presented by Dr. J. M. 


W. G., a man aged 22, had eczema in infancy and asthma at 5 years of age. 
There was a recurrence of eczema of the face, neck and limbs when he was 13, 
and this has persisted, periods of improvement and of exacerbation occurring. 
The asthma has also been persistent. In March 1936 the patient noticed an 
impairment of vision in the right eye which progressed, causing obliteration of 
sight in ten days by formation of a cataract. He has received no roentgen treat- 
ments to the face at any time. He underwent cutaneous tests in childhood but 
does not know the results. Recent tests showed reactions to almost all proteins. 
The asthma was helped by the use of inoculations with dust extract and catarrhal 
vaccines. The dermatosis was treated by elimination diets, ultraviolet radiation 
and various types of local applications. 


DISCUSSION 

Dr. SigmuND S, GREENBAUM: Brunsting recently covered the subject of 
juvenile cataract in association with this condition (Arch Dermat. & Syph. 34:935 
{Dec.] 1936). A question as to whether or not roentgen radiation causes cataract 
has been raised. This patient did not receive any radiation to the face or to any 
part of the body before the development of his cataract. 

Dr. J. M. ScurpKravt, Trenton, N. J.: I think Brunsting reported ten cases 
in which there were an allergic eczema of long standing, asthma and cataracts. 
Tests were made in Philadelphia with some of the tars that were used in this 
case, and in no instance in which the medication was applied to the cornea did 
a cataract develop. The belief is that the lens is ectodermal tissue and therefore 
has the same order of sensitivity as the skin. 
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Dr. JosepH V. KLAUDER: It seems to me that one should not arrive too 
hastily at the conclusion that there is a relationship. I should like to know the 


incidence of juvenile cataract associated with cutaneous lesions. I have never 


seen such an association. I do not believe that one should conclude that there is 
relationship of the cutaneous disease and the cataract in the present state of 


a 
know le dge. 

Dr. J. M. ScHiLpKraut, Trenton, N. J.: I agree with Dr. Klauder that one 
should not be too dogmatic about this, but it is something worth thinking of 
because of the number of cases reported by Brunsting. 

Dr. JouN Doe (by invitation): In my first year of practice I saw a girl of 14 
with a generalized neurodermitis disseminata. At that time I was not familiar 
with the possible occurrence of juvenile cataract and gave this patient three 
roentgen treatments to the front of the face, the eyes being closed but unprotected 
because of involvement of the lid. Six months later cataracts developed bilaterally. 
| have always wondered if the irradiation was responsible. 

Dr. G. E. PFAHLER: I think it is generally recognized, that roentgen radia- 
tion produces cataract; at least radiation is given as a cause of cataracts. In a 
child whom I treated for retrobulbar sarcoma, a cataract developed about a year 
after treatment was given. The retrobulbar sarcoma was cured, and the cataract 
was removed successfully. I think I must have treated forty or fifty patients with 
various types of tumors about the eyes, and that was the only patient in whom 
this complication developed. 


A Case for Diagnosis (Perforative Folliculitis Naris of Culver?). Pre- 
sented by Dr. JosepH V. KLAuDER. 

F. A., a Negress aged 27, has a tender inflammatory and noninfiltrated pea- 
sized elevation on the tip of the nose. The condition has existed for a year; the 
patient states that it began as a furuncle which has never healed, in spite of 
various local applications. 

DISCUSSION 

Dr. Frep D. We1pDMAN: The margins of the lesion are certainly not infiltrated. 
I do not believe any one would think that the condition is carcinoma or any of 
the specific granulomas. I think that it is factitial. I asked the patient whether 
she had the habit of continually picking at the lesion when her thoughts were 
diverted otherwise, but she said that she had not. She said, however, that she 
cleans out the lesion twice a day. I do not know what she cleans it out with, 
but I am inclined to think that all she has is an ordinary lesion which persists 
as the result of traumatism or manipulation. 


Dr. VAUGHN C. GARNER: I wonder if the lesion might be the aftermath of 
the perforative folliculitis naris of Culver, which drains slowly and heals slowly 
and which, I think, in a Negro might leave a small pitted and slightly keloidal 
type of scar. 

Dr. J. M. ScHILpKRAUT, Trenton, N. J.: I saw a patient with a similar lesion 
about fifteen years ago in Schamberg’s clinic, and although the Wassermann 
reaction was negative, Schamberg made a diagnosis of syphilis. The man was 
given antisyphilitic treatment, and the condition cleared up. 

Dr. Frep D. Wei1pMAN: I examined the interior of this woman’s nose this 
afternoon, but there was no abnormality. She says that since she visited the 
clinic this afternoon some bloody material has been discharged from her nose, 
which supports Dr. Garner’s idea. 

Dr. VauGHN C. GARNER: I was thinking that the lesion might be the result 
of a previously active perforating folliculitis naris. The infection begins on the 
mucous surface and then perforates the junction of the cartilage and appears 
externally as an indolent furuncular type of lesion. 
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Morphea. Presented by Dr. F. F. Sowers, Fairmont, W. Va. 


Miss R. C., aged 18, presented herself on Sept. 19, 1936, because of an eruption 
on the legs and abdomen of seven years’ duration. 

The eruption consists of several smooth, shiny, yellowish red circular patches 
on the legs and of one patch on the abdomen; the involved areas vary in size 
from 2 to 7.25 cm. The patches are definitely indurated and present a pinkish 
inflammatory halo; some telangiectases are present throughout the entire lesions. 

DISCUSSION 

Dr. Howarp T. Puitiips, Wheeling, W. Va.: I should expect white ivory- 
like lesions to develop in seven years. A drug eruption will have to be considered. 
Probably the condition is morphea. However, I suggest that a histologic examina- 
tion be made. 

Dr. G. J. BusmMan: I should consider the diagnosis of psoriasis en plaques. 

Dr. C. B. Norris, Youngstown, Ohio: As the involved areas are unusually 
infiltrated and thickened, I should consider sarcoid. 

Dr. Lester HOLLANDER: I think that the condition is a flat type of sarcoid. 
I should like to see a section, and I suggest that solution of potassium arsenite be 
administered. 


Mycosis Fungoides. Presented by Dr. F. F. Sowers, Fairmont, W. Va. 


Mrs. C. S., aged 45, was seen on May 18, 1936, exhibiting an eruption which 
itched and burned. It involved the legs, the face and the body and was of one 
and a half years’ duration. One month after the appearance of the eruption the 
patient received two roentgen treatments from a dermatologist, and the eruption 
disappeared for nine months. 

There is a circular scaly, indurated macular eruption confined principally to 
the legs; a few smaller lesions are present on the ears and on the torso, and there 
is one lesion on the left cheek. The lesions on the shins are tender to pressure. 
From May 18 to July 10, 1936, I gave the patient six doses of one-fourth unit of 
roentgen rays; this caused the lesions to disappear. A partial recurrence was 
present on August 18. On September 9 edema of the ankles developed, and 
medication with solution of potassium arsenite, which had been prescribed for 
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veeks, was discontinued. The lesions have increased in size and in number 
the past few weeks. The Kahn test and the urinalysis gave negative 
Suggestions for therapy will be appreciated. 


DISCUSSION 


Dr. Howarp T. Puitiies, Wheeling, W. Va.: I saw this patient two years 

and she had psoriasis then as she has now. The scalp and legs were involved. 

he lesions disappeared after roentgen treatment. I did not see any evidence of 
yeosis fungoides. 

Dr. EMERSON GILLESPIE, Canton, Ohio: I think that the condition is psoriasis. 


Dr. G. L. BusmMan: I suggest autohemotherapy. 

Dr. F. F. Sowers, Fairmont, W. Va.: I hope that the condition will turn 
out to be psoriasis. The location is unusual, and removal of scales produces 
no punctate bleeding. I observed two cases of a condition that looked like this, 
and in those cases mycosis fungoides resulted. 


Keratosis Follicularis Decalvans et Lichen Spinulosis. Presented by 

Dr. F. M. JAcos. 

Mrs. H. H., a Negress aged 39, was first seen on April 29, 1936; at that 
time she presented a denuded patch of three months’ duration, measuring 10 by 8 
cm. The edges were scaly and showed follicular plugs but no folliculitis. The 
extensor surfaces of the arms showed horny follicular plugs. 


DISCUSSION 

Dr. Howarp T. Puriiies, Wheeling, W. Va.: I agree with the diagnosis. 

Dr. BERNHARD A, GOLDMANN: A patient with a similar condition was pre- 
sented before this society about one year ago. That patient had lesions on the 
body and scalp. The microscopic appearance of the lesions on the scalp was 
similar to that of the lesions on this patient’s scalp. 

Dr. LESTER HOLLANDER: It is difficult to make a diagnosis at the present 
time. The alopecia may have been produced by any one of a number of diseases. 


Dr. F. M. Jacos: The histologic examination showed no inflammation, In 
lupus erythematosus there is a lymphocytic infiltration like that present in lichen 
planus, but destruction of collagen occurs later, In this case the gonadotropic 
hormone from the urine of pregnant women and a bland ointment seemed to keep 
the condition from getting worse. 


Lupus Erythematosus of the Eyelids. Presented by Dr. Howarp T. Pui- 

Lips, Wheeling, W. Va., and Dr. JoHN C. Kerr, Wheeling, W. Va. 

Mr, T. A., aged 33, first noticed a small spot on the outer canthus of the right 
eye about August 1935. When the patient was first seen the entire surface of 
the lower eyelids, the upper right eyelid and a dime-sized area on the left portion 
of the upper lip were involved, 

The patient has received sixteen injections of gold sodium thiosulfate since 
April 1936, and improvement has resulted. 

This case is presented because of the unusual location of the eruption. 


DISCUSSION 
Dr. F. F. Sowers, Fairmont, W. Va.: I suggest the use of bismuth if the gold 
preparation is ineffective. 
Dr. H. L. Baer:. Evidence of leukopenia and changes in the sugar content 
of the blood should be watched for when a gold preparation is administered. 
Dr. Lester HOLLANDER: There is involvement of the mucous membrane, the 


patches having a bluish tinge. Dr. Hechel saw lesions similar to these which 
resulted from application of an ointment containing mercury to the eyelids. 
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Dr. Howarp T. Pumps: I used some yellow mercuric oxide in a case of 
blepharitis, and a dermatitis resulted which looked much like that exhibited by 
this patient. 5 


Lupus Erythematosus. Presented by Dr. F. M. Jacop. 


L. K., a woman aged 25, applied for treatment of an eruption involving both 
sides of the nose and consisting of deep red flat elevated plaques covered by 
adherent scales and showing central atrophy. From April 6 to Aug. 14, 1935, a 
series of fifteen injections of from 50 to 100 mg. of gold preparation produced 
marked improvement. After a rest period a severe generalized reaction developed 
and lesions recurred. 

The red blood cell count had decreased from 4,500,000 to 3,300,000. and the 
white cell count from 7,950 to 5,200; the hemoglobin content had declined from 
85 to 60 per cent. The differential count showed a reduction in the number of 
polymorphonuclears and an increase in that of lymphocytes; there were from 4 to 
6 per cent myelocytes. The basal metabolic rate was + 12 per cent. The blood 
pressure was 108 systolic and 64 diastolic. Urinalysis gave negative results. An 
intracutaneous test with a 1: 1,000 dilution of tuberculin gave a positive reaction. 
Roentgen examination of the sinuses showed them to be clear and that of the chest 
showed normal conditions. A nasal obstruction was present on the right side. 
The Kahn test was negative. The patient had lost 12 pounds (5.4 Kg.), The 
family history disclosed no occurrence of tuberculosis. General physical examina- 
tion gave normal results except for the cutaneous eruption. 

As a result of therapy with liver and iron the patient’s general condition and 
weight were restored to normal, but the cutaneous eruption persisted. 

The patient is presented to call attention to the action of therapy with a gold 
compound on the hematopoietic system and to the value of analysis of the blood 
during such therapy in preventing serious reactions. 


DISCUSSION 

Dr. Howarp T. Puitiies, Wheeling, W. Va.: The eruption looks like a 
disseminated sarcoid to me. 

Dr. JoHN C. Kerr, Wheeling, W. Va.: This is the first patient with lupus 
erythematosus I treated, and I gave her about fifteen injections of a gold prepa- 
ration. 

Dr. Lester HoL_aAnpeR: I think that when the number of white blood cells 
is 4,000 or less leukopenia is present. The manifestations resemble a leukemoid 
picture with anemia, and the treatment for the anemia is more important than 
that for the leukopenia. 

Dr. F. M. Jacos: I gave more attention to the anemia than to the leukopenia. 
When the anemia became worse the lesions looked worse. Administration of the 
gold preparation was stopped and bismuth was given, but no improvement resulted. 
The anemia as well as the lesions responded to administration of a preparation of 
liver and iron, 


A Case for Diagnosis. Presented by Dr. L. G. BEINHAUER. 

C. C., who was presented at the last meeting, suffers from pain in one thumb. 
The condition has been present for two years, and there has been no improvement. 
Physical, laboratory and neurologic examinations gave entirely negative results. 

Opinions at the last meeting were divided between Raynaud’s disease, Buerger’s 


disease and a neurosis. 
The skin has a tendency to form a soft hyperkeratotic covering which is readily 


removed. At present a mild salicylic acid ointment is being used. A roent- 
genogram showed a moderate absorption of calcium from the bony structure. 
DISCUSSION 
Dr. W. M. Rusenstetn: I believe that the condition is scleroderma. 
Dr. Joun C. Kerr, Wheeling, W. Va.: I think it is Raynaud’s disease. 
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LesTER HOLLANDER: This condition is unusual enough to be reported. 


1 
i 


The bony change is not significant, as it may be due to disuse of the part. The 


diagnosis lies between Raynaud’s disease, which may be local, and syringomyelia. 
The vascular changes point to Raynaud’s disease. One hand perspires more than 
the other and there is a difference in color. The patient has pharyngeal and 
corneal anesthesia. The changes in the skin are like the lymph stasis seen in 
elephantiasis. 

Dr. J. H. Fiscus, Greensburg, Pa.: There is definite atrophy of the thenar 
eminence. 

Dr. L. G. BEINHAUER: The roentgen observations are not significant because 
the changes may be due to disuse of the thumb. The anesthesia was variable. I 
think that the condition is localized Raynaud’s disease. 


A Case for Diagnosis. Presented by Dr. FreperIcK AMSHEL. 


L. M., a boy aged 13, was seen by me for the first time on Feb. 18, 1931. At 
that time he presented a pruritic dry, scaly, excoriated erythematous eruption of 
two years’ duration which involved the dorsal surface of each foot, the anticubital 
and popliteal spaces and the dorsal surfaces of the hands. It responded to treat- 
ment in about five weeks, but mild recurrences developed for a period of one year. 
The patient was not seen again for nine months, but from January 1933 to May 
1935 some small areas were affected from time to time. On May 19, 1935, the 
patient presented an eruption of profuse discrete pinpoint skin-colored follicular 
lesions involving the back, the shoulders, the trunk, the penis, the abdomen and 
the anticubital and popliteal spaces. It had a nutmeg grater appearance, but there 
were no subjective symptoms. The eruption looked like lichen nitidus. It became 
known that the patient slept in his underwear each night; his parents did not 
know this. The eruption disappeared in about two weeks. Since June 1935 there 
have been a few outbreaks of scaly excoriated pruritic lesions in the flexor spaces; 
the exacerbations have been most severe on the dorsal surfaces. 

At present there is a generalized eruption consisting of follicular discrete and 
in places confluent pinhead-sized follicular lesions. The skin is dry and pruritic. 
The eruption is most severe on the feet, on the forehead, on the ears, around the 
eyes and on the popliteal and anticubital spaces; it is similar to, but-more severe 
than, the eruption which was present in May 1935. 


DISCUSSION 

Dr. F. F. Sowers, Fairmont, W. Va.: I believe the condition to be an allergic 
type of dermatitis. 

Dr. Joun C. Kerr, Wheeling, W. Va.: There was some avitaminosis. 

Dr. C. B. Norris, Youngstown, Ohio: I had a patient with a condition 
resembling this whom I presented at Cleveland. Nearly every one called the con- 
dition congenital ichthyosiform erythroderma, but it was seasonal. It cleared up 
but recurred. 

Dr. BERNHARD A. GOLDMANN: I considered the condition to be erythroderma. 
There is axillary, cervical and inguinal adenopathy which may develop into a 
lymphoblastoma. I suggest that an examination of a gland be made. 

Dr. Lester HOLLANDER: This is an important case. The condition may be 
ordinary eczema or lymphoblastoma. The boy appears to be microcephalic, is 
underdeveloped mentally and shows other signs of congenital defects. There is 
dyscrasia due to endocrine disorder. A pyoderma may be responsible for the 
adenopathy. The development of the upper part of the body is different from 
that of the lower part. 

Dr. H. L. Barer: The history points to an atopic or allergic cause. The 
patient had eczema in infancy, and his skin was ichthyotic. Improvement should 
result from an antiallergic regimen. 
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Dr. FREDERICK AMSHEL: I have treated this patient for five years. I thought 
that he might suffer from avitaminosis. He has improved in the last few days 
as a result of a diet with high vitamin content. ; 


Verruca Plana Juvenilis. Presented by Dr. FREDERICK AMSHEL. 

I. R. R., a girl aged 8 years, was seen for the first time on Dec. 23, 1935. 
She presented from twenty to thirty small skin-colored flat warts on the face and 
several similar lesions on the right hand. The following treatment has been given: 
(1) seven doses of roentgen radiation varying from one-fourth to one-half skin 
unit at weekly intervals; (2) six intramuscular injections of bismuth subsalicylate: 
(3)) two injections of sulfarsphenamine, and (4) pills containing % grain (0.0325 
Gm.) of protiodide three times a day. (Two hundred pills have been given.) 

The following local applications have been used: (1) white lotion, (2) solution 
of sulfurated lime and (3) 20 per cent salicylic acid in hydrous wool fat and 
petrolatum. 

For the past two weeks the mother has applied 25 per cent salicylic acid jn 
95 per cent alcohol. No improvement has been noticed. In fact, the warts are 
more prominent and more numerous. 

Suggestions are asked for further treatment. 


DISCUSSION 
Dr. Howarp T. Puitiips, Wheeling, W. Va.: Recovery will take place 
eventually. 
Dr. Emerson GILLEspie, Canton, Ohio: Local application of castor oil may 


be tried. 
Dr. Joun C. Kerr, Wheeling, W. Va.: In one case intramuscular administra- 
tion of bismuth subsalicylate caused the warts to disappear overnight. 
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Case Presented for Suggestions as to Therapy. Presented by Dr. M. W. 
RUBENSTEIN. 
M. S. P., a man aged 51, was first seen by me on May 12, 1936, at which 
time he stated that he suffered from a recurrent eruption on the plantar surfaces 


of three years’ duration. It was worse during the summer and disappeared 
almost entirely in the winter. Six months before he was seen an eruption had 
appeared on the lower parts of both legs. 

When he was first seen, the patient had a typical vesicular type of tinea on the 
plantar surfaces and on the dorsa of the hands, an intertriginous tinea and a diffuse 
hemorrhagic type of eczematoid dermatitis with numerous excoriations and slight 
edema on the lower portions of both legs. 

Treatment has consisted of wet dressings of solution of aluminum acetate and 
potassium permanganate, of soothing lotions, of supportive bandages and elastic 
adhesive tape, of modified compound ointment of benzoic acid; of roentgen and 
ultraviolet radiation, of paste of resorcinol, and of oxyquinoline gauze dressings. 

From June to August 1936, the patient received trichophyton extract. From 
August 1936 until now he has received extract of autogenous fungi. 

He has had remissions and exacerbations of edema on the ankles. 

There is no history of varicose veins or of injections into such veins. A 
patch test showed that he is sensitive to adhesive plaster. About two weeks 
ago the entire process had almost entirely subsided, and now there is an acute 


exacerbation. 
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DISCUSSION 

F. Sowers, Fairmount, W. Va.: I suggest the diagnosis of varicose 

Some varicose veins are present, and these should be treated by injec- 

application of supportive bandages. Some patients with this condition 
rdiac insufficiency, and administration of digitalis is indicated. 

{, L. BAER: This is an interesting condition. Patients with it are usually 
cic to trichophytin tests. Infected toe-nails often act as foci of infection. 
[his patient’S feet were unusually warm, and the possibility of Raynaud’s disease 

| be considered. 


C. H. Scumitt: I suggest the diagnosis of acrodermatitis vascularis 
trophicans. The patient said that his feet get cold easily. There were some 
telangiectasia and cutaneous atrophy. 


Dr. M. W. RUBENSTEIN: Thorough examinations, including examination of 
the heart, have been made. The arterial pressure in the legs was normal. 
Vaccines have been of no avail. 


Squamous Cell Epithelioma. Presented by Dr. F. F. Sowers, Fairmount, 

W. Va. 

\[. G.. a woman aged 36, was first seen by me on Aug. 17, 1935, at which 
time she stated that about ten years ago a lesion developed over the right side 

the forehead. This was treated by her family physician with the electric 
needle. The lesion did not improve but continued to increase in size. Then she 
received a number of ultraviolet treatments, but the lesion continued to enlarge. 
From another local physician she received, from January to August 1931, eight 
or ten roentgen treatments, but no improvement resulted. In November 1931 she 
went to Baltimore, where she received one radium treatment. The lesion appar- 
ently healed, but broke out in March 1932, at which time she returned to 
Baltimore and received another radium treatment. The lesion then apparently 
healed for one year. She did not return to Baltimore until July 1935, at which 
time she again received a treatment with radium. After this treatment she was 
referred to me for dressings. At the time I first saw her she had a rather sharp 
reaction from her radium treatment. After the reaction subsided the lesion did 
not heal, and after several weeks it began to increase slightly in size. On Noy. 14, 
1935, I excised it. It did not entirely heal after the excision. In April 1936 
the lesion was treated by electrocoagulation. After this treatment it apparently 
healed, in September 1936, and it remained apparently healed until Nov. 9, 1936, 
vhen it began to show evidence of recurrence. 

[he patient is presented for suggestions as to additional therapy. 

DISCUSSION 

Dr. Howarp T. Putts, Wheeling, W. Va.: Thorough local destruction 
s indicated, especially at the lower border of the lesion. 

Dr. H. L. Baer: There is an osteomyelitis due to overtreatment. 

Dr. G. J. BusmMan: Actual destruction by hot cautery is indicated. The 
necessary treatment is beyond the dermatologic scope. 

Dr. C. H. Scumitt: Was a biopsy made? 

Dr. W. H. Guy: If there was too much treatment without results, the type 
t treatment which has been used should be abandoned. I suggest that a roent- 
genogram be made to see whether there is an osteomyelitis and that the patient 
be referred to a skilled surgeon for treatment. If there is no osteomyelitis, 
several holes should be bored into the outer plate of the skull, and the wound 
should be allowed to granulate. 

Dr. F. F. Sowers: The diagnosis was based on histopathologic examination. 





426 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


A Case for Diagnosis (Palmar and Plantar Keratoses). Presented py 
Dr. Howarp T. Puittirs, Wheeling, W. Va., and Dr. Jonn C. Kerr, Wheel- 
ing, W. Va. 

Mrs. F. A. G., aged 36, has hard, shiny fissured skin on the entire palmar 
surface of both hands and on all the fingers. Before August 1935 the skin was 
normal. 

The soles show hyperkeratosis with some tendency to fissuring around the 
heels. j 

DISCUSSION 

Dr. F. F. Sowers, Fairmount, W. Va.: This may be an arsenical hyper- 
keratosis of the palms and soles, although no history of ingestion of arsenic was 
given. I suggest medication with sodium thiosulfate. 

Dr. W. H. Guy: I have seen two patients with a similar condition, and these 
had an underlying disturbance of the gallbladder which may have been due to a 
metabolic disturbance on a glandular basis. The skin was dry, the pulse was 
slow, and a determination of the basal metabolic rate was indicated. I suggest 
treatment with small doses of a thyroid preparation, roentgen irradiation an 
. application of 2 per cent salicylic acid. 

Dr. Joun C. Kerr, Wheeling, W. Va.: At first I thought of an occupational 
dermatitis, but the picture suggests an arsenic dermatitis. This was ruled out. 
Probably the condition is due to a metabolic disturbance. 

Dr. Howarp T. Puitiips, Wheeling, W. Va.: I think it is a systemic condi- 
tion of endocrine origin. 


A Case for Diagnosis (Tertiary Syphilis? Tuberculosis Cutis?). Presented 
by Dr. Howarp T. Puitiips, Wheeling, W. Va., and Dr. Joun C. Kerr, 
Wheeling, W. Va. 

Mrs. N. R., a Negress aged 32, has had two children and no miscarriages. 

She has four pigmented lesions with erythematous borders varying in size from 


that of a dime to that of a half-dollar and honeycombed pitting on the face. The 
first lesion appeared on the end of the nose five years ago; it tended to be 
verrucous and extended into the left nostril. There were deep pigmented smooth 
areas on the lips, the edges of which showed increased pigmentation. There 
was also a large lesion covering the posterior half of the palate and extending 
over the uvula, which was lighter in color than normal mucous membrane. 

The patient has lost 25 pounds (11.3 Kg.) in the past five years; the greatest 
amount of weight has been lost in the last year. 

Two Wassermann tests of the blood were negative. 

A roentgenogram of the chest did not show active tuberculosis. The patient 
has received eight injections of 50 mg. of gold sodium thiosulfate from her family 
physician. 

DISCUSSION 

Dr. F. F. Sowers, Fairmount, W. Va.: I suggest antisyphilitic treatment 
as a therapeutic test. 

Dr. H. L. Baer: I think that the condition is lupus erythematosus. The 
lesions on the mucous membrane suggest that diagnosis. 

Dr. G. J. Busman: I also think that it is lupus erythematosus. 

Dr. W. H. Guy: Clinically it suggests ulerythema reticulare. The section 
indicates the presence of a productive granuloma. No lupus erythematosus was 
observed histologically. The lesion is a plasmoma, perhaps a tuberculous process. 
The histologic changes were more indicative of syphilis than of tuberculosis. A 
therapeutic test is indicated. 

Dr. Joun C. Kerr, Wheeling, W. Va.: I have been influenced against a diag- 
nosis of syphilis by the history and by the negative Wassermann reactions. The 
lesions on the mucous membrane may be lupus erythematosus. 

Notre.—Four injections of neoarsphenamine were given, and the lesions became 


worse. 
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Cheilitis Exfoliativa. Presented by Dr. W. A. Copecann, Vandergrift, Pa. 


A Case for Diagnosis. Presented by Dr. Howarp T. Puiiips, Wheeling, 
\. Va., and Dr. Jonn C. Kerr, Wheeling, W. Va. 


E. F. D., a woman aged 70, has an irregularly shaped plaque about 4% by 1 inch 
(1.91 by 2.54 cm.) in size, extending from the nose to the vermilion border of 
the lip. The lesion is somewhat elevated, soft and yellowish. Puncture and 
pressure, as in the removal of comedones, at almost any point in it bring forth 
soft sebaceous material. 

On June 29, 1936, the patient was given 3 skin units of unfiltered roentgen 
radiation to a dime-sized basal cell epithelioma on the upper lip just to the left 
of the median line and just above the vermilion border. On Aug. 3, 1936, the 
lesion, which had not completely disappeared after roentgen treatment, was 
removed by electrodesiccation and curettage, and this was followed by 3 skin 
units of unfiltered roentgen radiation. As healing took place the present lesion 
started to form at the outer upper edge of the scar, and it has continued to 
extend rapidly. At the time the epithelioma was treated there was no sign of the 
present lesion, 

DISCUSSION 

Dr. F. F. Sowers, Fairmount, W. Va.: This is an extension of the original 
process. 

Dr. W. H. Guy: The lesion is a cystic type of basal cell epithelioma. A 
hiopsy should be made. 

Dr. Howard T. Purtirps, Wheeling, W. Va.: I have never seen anything 
like this. 

Note.—On Jan. 21, 1937, Dr. Phillips reported that he punctured the lesion 
and obtained some sebaceous matter. After a section was taken the lesion was 
desiccated and treated with roentgen radiation. The report on the histologic 
examination stated that there was a recurrent epidermoid carcinoma of the upper 
lip showing a low grade of malignancy. The specimen examined was described 
as follows: The tissue from the upper lip measured 0.6 by 0.5 by 0.5 cm. This 
mass was irregularly round, roughened and presented small fungating nodules 
on the surface. Various small areas appeared to be encrusted. The cut surface 
showed an epithelium which was markedly thickened and irregular and presented 
numerous round pearly white areas. The underlying layer consisted of dense 
homogeneous fibrous tissue. The tissue from the upper lip presented a coarse, 
irregularly verrucous surface with a covering of loose cornified material which 
tended to fill in the spaces between the verrucous folds. Cross-sections of small 
spaces filled with cornified material were also encountered below the surface. The 
epithelium was of an irregular, stratified, squamous type and varied enormously. 
It was thin, and its lower surface presented short, broad processes, some of the 
larger of which showed small cavities near the surface which were filled with 
cornified material and a few rather large cavities similar to the small ones. The 
epithelial cells were irregular, this irregularity being especially marked in the 
deeper portions, where the cells of the basal layer were not limited by basement 
membrane. These cells contained large nuclei which were irregularly vesicular 
and some of which were undergoing mitotic division. There was considerable 
inflammatory cell infiltration of low grade which occurred in a scattered and 
focal manner, and the stroma was of a dense fibrous character. Some strands 
of muscle occurred in the lower portions of the section. 


Lupus Erythematosus. - Presented by Dr. S. R. Perrin, Beaver Falls, Pa. 

S. R., who was presented at a previous meeting, is presented again to show 
the marked improvement which resulted from small oral doses of gold sodium 
thiosulfate. 

DISCUSSION 

Dr. Joun C. Kerr, Wheeling, W. Va.: There has been a remarkable improve- 

ment. 
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Dr. L. G. BernHAvER: The number of white blood cells decreased whey 
intravenous therapy with a gold preparation was given, and therefore the medica- 
tion was given orally. The capsules which were given consisted of 2 grains (0,13 
Gm.) of quinine sulfate, 1 grain (0.065 Gm.) of iodoform and 1 mg. of gold sodiym 
thiosulfate; three were given each day. 


Naevus Follicularis Keratosus. Presented by Dr. Howarp T. Pui.ups, 
Wheeling, W. Va., and Dr. Joun C. Kerr, Wheeling, W. Va. 


J. C., a school girl aged 16, has on the left side of the neck and back a few 
pea-sized to dime-sized areas which first appeared about eighteen months ago, 
There are no subjective symptoms. However, the patient noticed a gradual 
increase in the size and number of the lesions. They are well circumscribed and 
crateriform and have sievelike openings. Definite hypertrophy and dilatation of 
the follicles are present. No other member of the patient’s family is similarly 
affected. : 


Lupus Miliaris Disseminatus Faciei. Presented by Dr. Lester Hoi_anper 
and Dr. C. H. Scuairt. 

Mrs. H. S., aged 33, an American housewife, has erythematous, brownish, 
miliary and fairly uniform scar-producing lesions sharply limited to the cheeks and 
chin, of approximately three months’ duration. Healing has taken place spon- 
taneously in many of the lesions, leaving shallow, depressed, pigmented scars. The 
characteristic apple jelly color is noted in many of the lesions under pressure 
with the diascope. 

Laboratory examinations showed a moderate degree of hypochromic anemia. 
The white blood cell and the differential cell count, serologic examination and 
the urinalysis gave normal results. 

DISCUSSION 

Dr. Emerson GILLESPIE, Canton, Ohio: I agree with the diagnosis. 

Dr. G. J. BusMan: I cannot agree with the diagnosis. The eruption appeared 
over night. The large papule shows distinct crater-like plugs. I should first 
rule out molluscum contagiosum. 

Dr. C. H. Scumitr: I shall try to recover molluscum bodies and shall report 
at the next meeting. 


Morphea. Presented by Dr. W. H. Guy and Dr. FrepertcK AMSHEL, 

S. S., a youth aged 18, has light violaceous macular lesions of various sizes 
on the back. These lesions are surrounded by a violaceous border, and a few 
are slightly infiltrated. The eruption began with a few small lesions which 
increased to their present size in four months. 


DISCUSSION 
Dr. Howarp T. Puitiies, Wheeling, W. Va.: Patients with this condition 
whom I have seen showed more inflammation. The condition may be an idiopathic 
atrophy. 
Dr. W. H. Guy: The lesions impressed me as being morphea. 


Intra-Oral Carcinoma. Presented by Dr. Lester HoLttanper and Dr. C. H. 

ScHMITT. 

W. C., a man aged 51, was presented by Dr. F. M. Jacob at the meeting of 
this society in January 1936. At that time he had a crater-like hypertrophic 
ulcerative lesion and areas of leukoplakia and thrush on the mucosa of the right 
portion of the mouth. The left portion showed numerous patches of leukoplakia. 

At the meeting in March 1936, the patient was shown to demonstrate the 
effect of superficial intra-oral roentgen radiation. 
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He is again presented for follow-up observation. He has received no additional 
superficial roentgen radiation since the last time he was presented, but he has 
ceived high voltage roentgen therapy to the right and left cervical regions. 
There is. no visible or palpable lesion where the previous carcinoma was 
gp The original lesion was described on Feb. 4, 1936, as follows: On 
the right side there had been ulceration of the leukoplakia, and the ulcerated 
granular, firm growth involved not only the buccal mucosa but also the alveolar 
ridge of the right mandible. The entire lesion on the right side measured 
approximately 6 by 3.5 cm. 


re 


DISCUSSION 


Dr. FREDERIK AMSHEL: This is a beautiful result if no complications ensue. 


Dr. W. H. Guy: This is an excellent result, and it is worth showing, to 
prove what can be accomplished with a special apparatus. 


Lupus Erythematosus. Presented by Dr. Bernarp A. GOLDMANN. 


G. R., a man aged 51, has an oval slightly raised erythematous scaly lesion 
extending over the bridge and left side of the nose. The lesion is about 3 cm. 
long and 1.5 cm. wide. It has persisted for the past two years. 

The patient was seen for the first time in January 1935, at which time he 
had scattered papular, scaly lesions on the temples, on the sides of the face, on 
the neck and on the nose. The individual lesions were rounded papules covered 
with a scale. The central portion was atrophic and showed telangiectasia. The 
patient stated that these lesions had been present for about six months, although 
many of the lesions appear much older. 

Aside from a past history of adenitis the medical history is irrelevant. Physical 
examination revealed an obstruction of the left nasal passage with mucopurulent 
secretion, a relative dulness of both maxillary sinuses, probably due to thickening 
rather than to encapsulated pus. The molars were impacted, the tonsils were 
deeply embedded and cryptic; the pharynx showed chronic inflammation; the 
prostate was boggy and soft, and the secretion from it showed from 15 to 20 
white blood cells per high powered field. A roentgenogram of the chest showed 
no abnormalities. Treatment directed to the positive findings has been given. 

On June 28, 1935, examination of the blood showed 4,760,000 red cells and 
4300 white cells. The results of the differential cell count were as follows: 
stab cells, 1 per cent; segmented forms, 40 per cent; eosinophils, 8 per cent; 
basophils, 1 per cent; lymphocytes, 46 per cent; monocytes, 4 per cent. 

A Mantoux test with a 1: 10,000 dilution of tuberculin was positive. 

In June 1935 the patient received 50 mg. of gold sodium thiosulfate, and this 
dose was repeated on June 28 and on July 2. Another blood count was made on 
July 3, and the white cell count had dropped to 3,900. The administration of 
gold was then discontinued, and 2 cc. of liver extract was administered intra- 
muscularly twice a week. 

From July until October the patient received liver extract, and repeated 
differential cell counts showed a gradual increase in the number of white cells, 
a decrease in the number of lymphocytes and an increase in that of monocytes. 

During this period all the lesions except the one on the nose disappeared, 
and the patient was again given gold sodium thiosulfate in doses of 25 mg. from 
November 1935 until February 1936. 

On May 12 and on July 21, 1936, the lesion on the nose was treated with 
solid carbon dioxide, but that treatment had no effect. 

Since November 1 the patient has again received liver extract, but this has 
not altered the appearance of the lesion. 

[ should appreciate suggestions for further treatment. It occurred to me 
that the lesion on the nose may belong in the sarcoid group. 


DISCUSSION 


Dr. Howarp T. Puitirps, Wheeling, W. Va.: I agree with the diagnosis of 
sarcoid. The history suggests lupus erythematosus; perhaps both conditions 
are present. 
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NEW YORK ACADEMY OF MEDICINE, SECTION oF 
DERMATOLOGY AND SYPHILIS 


J. GarpNER Hopkins, M.D., Chairman 
Dec. 1, 1936 


Davip Bioom, M.D., Secretary 


A Case for Diagnosis (Epidermolysis Bullosa, Dystrophic Type?). Pre. 
sented by Dr. FRANK VERO. 


I. K., a man aged 24, is presented from the Vanderbilt Clinic, with lesions on 
the arms, the legs and the forehead, of seventeen years’ duration. The patient 
states that after trauma the skin bruises and breaks down easily and hematomas. 
ulcerations and scarring form. Healing is slow and prolonged. The patient has 
been seen in various hospitals at different times. 

Examination shows on the backs of the hands, the extensor surfaces of the 
forearms and elbows and the anterior aspects of the calves, variously sized sharply 
defined whitish and brownish pigmented atrophic scars, some showing a venous 
network. In some areas the atrophic skin can’be lifted up in large bunches. The 
skin is otherwise of normal appearance and fine texture. On the left wrist there 
are a raised reddish bullous lesion and a crusted lesion. 

The blood count showed 91 per cent hemoglobin, 5,300,000 red blood cells 
and 9,300 white blood cells. The differential count showed 74 per cent poly- 
morphonuclear leukocytes, 22 per cent small lymphocytes, 3 per cent large lympho- 
cytes, 1 per cent mononuclear leukocytes and 342,000 platelets. The bleeding 
time was two and one-fourth minutes and the clotting time four and three-fourths 
minutes. Wassermann and Kline tests were negative. Histologic examination 
showed an atrophic, pigmented scar (epidermolysis, dystrophic form). 


DISCUSSION 
Dr. SicGMUND PoLiitzER: This case impressed me as one of epidermolysis 


bullosa, and although there are some unusual features, I see no reason for any 
other diagnosis. 


A Case for Diagnosis (Porokeratosis of Mibelli?). Presented by Dr. 
BEATRICE M. KESTEN and Dr. PAvuL Gross. 


J. L., an Irish-American boy aged 2 years, is presented from the Vanderbilt 
Clinic, where he was admitted on Sept. 10, 1936, with the present lesions, which 
involve the dorsa of the hands, the lower parts of the forearms, the left knee and 
the perianal region. The child’s mother states that when the patient was 9 months 
old little warts developed on the backs of his bands, which have gradually 
progressed to the present lesions. The child scratches them vigorously when not 
restrained. No medicine had been applied before admission. The patient has six 
older brothers and sisters, all in good health. His mother was 45 years old when 
the patient was born and had a difficult, noninstrumental delivery at full term. 
There is no history of tuberculosis, malformations or similar cutaneous lesions 
in the family. The patient has been studied for two weeks in the Babies Hos- 
pital because of his mental retardation and cutaneous lesions. 

On physical examination a definite retardation was noted. The head measured 
51 cm. (hydrocephalic?), and the child was able to sit alone but could not crawl. 
The score on psychologic tests was about that of a child of 7 months. All the 
other organs were normal. 

Examination of the skin shows grouped lesions in varying stages on the areas 
previously mentioned. The oldest and most striking ones are on the dorsal and 
medial surfaces of the hands and are almost symmetrical. On each surface they 
are grouped, the main lesion being made up of two C-shaped interlocked elevated 
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- . . . ® 
The center of the lesion is normal skin, and the border, about 4 cm. 
d 2 mm. high, is a firm red ridge. The surface of this ridge is flattened, 


Jesiol 
long = 
stippled with minute hyperkeratoses and paler than the surrounding skin. At the 
periphery Of these lesions and extending up the forearms, are papules of various 
sizes. Some are minute, shiny, flat and the color of normal skin; others are 
about 5 mm, in diameter and red, with slight central scaling or central depressions. 
On the left knee and in the perianal region are groups of similar papules of 
yarious sizes. 

Dr. J. Gardner Hopkins’ report of the histologic examination on Sept. 18, 
1930, of material from a 3 cm. incision on the right hand encircling one of the 
semicircular lesions is as follows: “The section shows marked hyperkeratosis 
and acanthosis. The excessive horny lamellae are not compact. The keratin 
seems to form plugs in the orifices of the sweat glands, and keratinization can be 
seen in some of the sweat ducts extending down into the glands. The acini of 
the sweat glands are surrounded and separated by masses of epithelioid or young 
tissue cells. There are also in areas large numbers of polymorphonuclear leuko- 
cytes. Small islands of the same type of infiltration are seen elsewhere in the 
corium without definite connection with sweat glands—or whether or not they 
are connected cannot be determined without serial sections. There is also some 
perivascular infiltration in the upper part of the corium. The picture is not 
typical either of granuloma annulare or of porokeratosis of Mibelli. It could be 
interpreted as a keratosis of the sweat ducts with secondary inflammation around 
it, or as an inflammation of the sweat glands with secondary keratinization of 
the ducts.” Special stains were done. The Gram stain and the stain for acid- 
fast bacilli showed no organisms. Mason’s trichrome stain showed a marked 
increase in the fibrous tissue of the corium. Stains for elastic tissue gave normal 
results. Cultures were negative. 

The blood count showed 5,700,000 red blood cells with 87 per cent hemoglobin 
and 6,800 white blood cells with 51 per cent polymorphonuclear leukocytes. 
Urinalysis showed mild albuminuria, with occasional white blood cells. The 
calcium content of the blood was 10.8 mg. and the phosphorus content 3.8 mg. 
per hundred cubic centimeters. The spinal fluid was normal. Kahn and Wasser- 
mann tests were negative. Tests with old tuberculin were negative; with staphylo- 
toxin, markedly positive, and with streptotoxin, negative. Roentgenograms of the 
wrists and knees showed no abnormality. The encephalogram showed definitely 
deepened and exaggerated cortical markings and dilated ventricles. The cranial 
cavity was diffusely and greatly enlarged, but no increased intracranial pressure 
was noted. 

DISCUSSION 

Dr. Lours CuHarcin: I favor the diagnosis of granuloma annulare. If one 
analyzes the primary lesion, one finds that it consists of small round papules, 
which on stretching are definitely white. The papules are arranged in circular 
patches of varying size with more or less pigmented centers. Many of the patches 
have fused, so that in some areas the identity of the primary lesion is lost. The 
location of the eruption is fairly characteristic. All these features point to the 
diagnosis of granuloma annulare. Although I have never seen a case of Mibelli’s 
porokeratosis, the descriptions of the disease do not fit the condition of the patient 
shown this evening. In porokeratosis the lesion~presents a double wall, with a 
furrow running along the top of the ridge. That is not present in this case. 
Granuloma annulare, I think, is the best clinical diagnosis, unless histologic 
examination definitely proves otherwise. 

Dr. Marton B. SuLzBerGeR: I agree with the clinical diagnosis of granuloma 
annulare. 

Dr. SicmuND PottitzerR: I should like to agree with the diagnosis of 
granuloma annulare, and from the purely clinical point of view I prefer that to 
any other diagnosis mentioned. However, histologically the picture is not 
granuloma annulare, so that I should rather reserve my diagnosis until further 
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“study is made. The condition is not porokeratosis of Mibelli. I happen to have 
observed the first case which Mibelli described—that is, the sections, some fifty 
years ago. The picture, of course, was entirely different from what one sees 
here. Clinically I favor the diagnosis of granuloma annulare, but I am not 
entirely satisfied that that is correct. 


Dr. Paut Gross: I may add that when this child was first seen at the 
Vanderbilt Clinic the diagnosis of granuloma annulare appeared self-evident, byt 
after study of the histologic picture and closer examination of the lesions on the 
trunk, we became doubtful of this diagnosis. As far as the differential diagnosis 
of porokeratosis of Mibelli is concerned, I can only refer to the discussion of the 
typical case which I presented before this section in October 1936 (ArcH. Dermat. 
& SypuH. 36:179 [July] 1937). 

Dr. J. GARDNER Hopkins: The thing that interests me about this case is the 
hyperkeratosis, which extends down along the sweat ducts to the sweat glands and 
which I have not seen mentioned anywhere in the histologic picture of granuloma 
annulare. In looking up material on this problem, I was impressed by the fact 
that there are in the literature two descriptions of the histologic picture of 
granuloma annulare, which are very difficult to reconcile. If one looks at Graham 
Little’s series of cases from England and France, collected about 1908, one finds 
cases in which infiltration about the sweat glands and hair follicles was the out- 
standing feature, and in only a few instances is there any mention of necrotic 
areas. On the other hand, Kyrk described three types of lesions: a simple focal 
necrosis, a focus of necrosis with lymphocytic infiltration and a focus of necrosis 
with a granuloma around it. He makes no special mention of sweat glands. It 
is very difficult to think that Kyrk and Little were describing the same type of 
lesion. It does not seem possible to me to reconcile the lesions in this patient, 
either clinically or histologically, with what is ordinarily spoken of as granuloma 
annulare, 

Dr. Beatrice M. Kesten: Clinically, three diagnoses were suggested: first, 
granuloma annulare; second, the hypertrophic annular type of lichen planus, and 
—after seeing the histologic sections and to confirm that—the present diagnosis 
of porokeratosis of Mibelli. There is no history of a similar condition in the 
family, nor is there any history of tuberculosis. In the original articles on poro- 
keratosis, a familial history appeared in some and was absent in others, The lesions 
are fairly symmetrical, and that characteristic fits in with the original description 
of porokeratosis of Mibelli. Clinically, on closer examination, these lesions do 
not seem to be nodules which have coalesced. At least they are not the ordinary 
type of inflammatory nodule or papule seen in granuloma annulare. They are 
papules, some of which have depressed centers, particularly those about the peri- 
anal region. They do tend to coalesce. I think on pressure the C-shaped lesions 
on the hands show definite stippling in the hyperkeratoses. This again does not 
fit in very well with the clinical appearance of granuloma annulare. Histologically, 
the changes are in the epidermis as well as in the cutis. This fact would point 
toward the diagnosis of porokeratosis. There are marked keratosis and acanthosis 
in the epidermis. The changes in the sweat glands might fit in with either 
granuloma annulare or porokeratosis of Mibelli. There is a marked reaction to 
staphylococcus toxin in high dilutions and a negative reaction to tuberculin. On 
reading the clinical descriptions, we agree that the condition does not fit in too 
well with porokeratosis. Most of these descriptions, however, are of lesions 
that have been present for five, ten, twenty or thirty years, and we are wondering 
if this case can be an instance of an early stage of porokeratosis of Mibelli. 


Lipodystrophia Progressiva. Presented by Dr. Paut Gross. 


A. R., a woman aged 29, born in the United States, is presented from the 
Vanderbilt Clinic, with lesions on the face and the trunk of eighteen years’ dura- 
tion. The patient first noticed the disease at the age of 11 or 12 years, but the 
difference between the upper and the lower part of the body became pronounced 
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e gained 33 pounds (13.9 Kg.) after the birth of her third child six years 
v7 our years ago she had a severe infection following an abortion. The 
hist rv for diseases of childhood is irrelevant. Two years ago she had diphtheria. 
i. May 1936 a tonsillectomy was done. 

Examination shows a loss of the panniculus adiposus of the face, chest and 
hack above the waist-line, resulting in a haggard look in the face and hypoplasia 
of the breasts. There is a striking disproportion between these affected portions 
of the body and a marked obesity from the waist-line down. 

A roentgenogram of the skull revealed a shallow sella turcica and closely 
approximated clinoid processes. The Wassermann test was negative. Results 
{ determinations of the basal metabolic rate made in other institutions have been 
reported as being within normal limits. . 

This patient is presented through the courtesy of Dr. J. M. McKinney of the 
neurologic department. 


ynen 


DISCUSSION 

Dr. Paut Gross: This is not strictly a dermatologic condition, but one on 
the borderline, and in view of the differential diagnosis from scleroderma, I 
thought it worth while to present it. Particularly the circumscribed type of 
lipodystrophy may resemble scleroderma. This patient presents a so-called 
cephalothoracic type. 

Dr. HERMAN GoopMAN: Is there any treatment for this condition? 

Dr. PAuL Gross: The patient is under the care of the department of neurology 
and endocrinology. From recent literature I gather the impression that endocrine 
and neurologic features are primarily considered, but no conclusive proof has 
been brought forward for any etiologic features. 


Favus of the Scalp and Finger-Nails (Psoriasis? Favid of the Palms?). 
Presented by Dr. Lewis B. Rosinson. 


E. H., a woman aged 26, is presented from the Vanderbilt Clinic. For between 
ten and fifteen years she has had small scaling patches in the scalp, without marked 
loss of hair and chalk-white patches on two finger-nails. Five years ago the 
remaining finger-nails, the palms and the toe-nails became involved. A few weeks 
ago the patient showed typical scutula in the lesions of the scalp; these have 
practically disappeared at present. The nails of all the fingers are eroded and 
friable. The palms are diffusely red, hyperkeratotic and fissured. The patient 
has received four fractional (75 roentgen) treatments with roentgen rays, but 
little improvement follows. 

The patient’s father was born in Galicia. He has had bad finger-nails and 
toe-nails. An elder sister has bad toe-nails and is beginning to show lesions 
of the finger-nails. She also had lesions of the scalp in childhood. 

Microscopic examination and culture from the finger-nails and scalp showed 
Achorion Schoenleinii. Cutaneous tests showed a marked reaction (erythema) 
at twenty-four hours to Trichophyton and a slight reaction at forty-eight hours 
to Monilia. 

This patient was previously presented under the diagnosis of erythroderma 
congenitale ichthyosiforme (ArcH. Dermat. & SypH. 26:173 [July] 1932). 

DISCUSSION 

Dr. Louts CHarcin: I presented this case some years ago before this section 
as one of ichthyosiform erythroderma. If one examines the body, one finds 
ichthyotic skin on the extensor surfaces of the arms and legs and to a less extent 
on the face. The affected skin is distinctly red. This condition has existed for 
a great many years and gives a definite impression of ichthyosiform erythroderma. 
The dystrophy of the nails present in this case is also observed in that disease. 
The finding of Achorion Schoenleinii merely points to a superinfection with favus, 
which, of course, bears no relationship to the ichthyosiform erythroderma. 
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Dr. E. WILLIAM ABRAMOWITZz: A sister who was here with the patient tonight 
also has keratoderma of the soles. I agree with Dr. Chargin that this condition 
may be a superadded infection of the nails with favus on an old ichthyosiform 
erythroderma. 

Dr. J. GarpNer Hopkins: Another possible interpretation is that this js 
familial favus. The sister also had a severe disease of the scalp throughoy 
childhood. The toe-nails looked very much to me as though there was a fungoys 
infection. I should be inclined to think of the condition as probably familia] 
favus, the father having had similar nails and having come originally from 4 
country where favus was present. Some years ago I observed a group of cases 
in which the condition was apparently favus in a town which had been settled 
by persons from the Netherlands. One case observed was that of a girl who had 
been born in the United States of American parents. Inquiry brought out that there 
were numerous other cases of chronic disease of the scalp among the settlers 
in this village. 

Dr. Paut Gross: I did not realize that Dr. Chargin had presented this case 
as one of erythroderma, but on examining the patient’s knees I found typical, 
localized ichthyosis over the patellae. I see no reason why the patient should 
not have ichthyosis and acquire an infection with favus. There is no doubt about 
this condition being favus of the scalp and finger-nails, and the patient may have 
had herpetic favus on the body at one time or another. 


Dr. J. GARDNER Hopkins: The interesting thing about the condition of the 
scalp is that the patient came in on one occasion with that little area studded 
with yellow scutula, which were filled with the fungus. A week later none was 
visible. One thing which led to the conclusion that the infection of the nails 
was not accidental was the extraordinary amount of mycelia in the nails. 


Dr. Marion B. SULZBERGER: This is a rather unusual type of favus. In this 
form the lesions on the scalp do not present large scutula or show manifest 
atrophy and loss of hair after healing of the affected sites. The cutaneous changes 
are apparently of very low grade and psoriasiform or pityriasiform in appearance. 
I believe that all patients with persistent and therapy-resistant scaling of the scalp, 
even though the condition seems like ordinary dandruff or psoriasis, should be 
examined for favus, and I do not doubt that in some this organism will be found. 


Dr. GeorGe M. Lewis: The diagnosis of favus of the scalp and nails must 
be agreed on by every one, since it was proved by culture. The eruption on the 
palms and soles may be of different causation. I am not aware of any instances 
in which favus has been determined to have caused hyperkeratotic areas such 
as this patient presents. In a case somewhat similar to this, in which the patient 
did not have favus elsewhere, Trichophyton purpureum was finally isolated after 
many attempts. I suggest that a dozen or more specimens be taken at different 
times before the possibility of fungous origin is abandoned here. 

Dr. Lewis B. Rosinson: I should like to raise one more point. Might not 
the condition of the skin be favid, similar to trichophytid or moniliid? The 
patient has favus. It seems to me rather unlikely that this is a secondary infec- 
tion on a preexisting dermatosis. I feel favid is possibly the explanation. 


Erythema Multiforme Bullosum. Presented by Dr. Beatrice M. Kesten. 


O. C., a Negro aged 38, is presented from the Vanderbilt Clinic with lesions 
which have recurred in the mouth, on the genitalia and occasionally on the face 
and the extremities about four times a year for the past eleven years. He was 
admitted to the Vanderbilt Clinic in 1926, with painful blisters in the mouth 
and on the extremities of one month’s duration. He had had his first attack 
eight months before admission. The patient stated that he had taken no medicine. 
He has been observed since that time during about twenty attacks. Multiple 
evanescent bullae appear, particularly along the buccal mucosa and on the tongue 
and, to a lesser extent, on other areas. In the mouth these become denuded and 
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ul that the patient is unable to eat or talk for several days. There was 
porary favorable response to arsenicals and mercury and to removal of 


infection. 

assermann and Kahn tests have been negative for the blood and the spinal 
fuid. A blood count in May 1936 showed 90 per cent hemoglobin, 4,700,000 red 
blood cells and 4,000 white blood cells, with 58 per cent polymorphonuclear leuko- 
cytes, 38 per cent small lymphocytes and 2.7 per cent reticulocytes. The basal 
metabolic rate was —8 per cent. Examination of feces showed no abnormality. 
Cutaneous tests for sensitivity to foods, to contacts and to inhalants have been 
negative. Tests with staphylotoxin have been repeatedly positive, and with 
streptotoxin and old tuberculin, negative. 

In May 1936, during a particularly severe attack of bullae in the mouth, the 
patient was given 20 cc. of liver extract intramuscularly within a week. The 
lesions cleared up more quickly than usual. Since that time the patient has been 
oiven 5 cc. Of liver extract intramuscularly once a week, up to November 19. 
During that period he had no recurrences in the mouth. He did, however, have 
two bullae between the fingers on one occasion. 

A possible detoxifying action of liver extract was shown by the following 
experience: On November 23 the patient was again tested intradermally with 
staphylotoxin. He again had a marked local reaction and within five hours felt 
the usual burning sensation in the mouth. Within twenty-four hours bullae reap- 
peared in the mouth. He now has the remains of about ten bullae on each side 
of the buccal mucosa. One bullous lesion also occurred on the right wrist. Passive 
transfer of sensitivity to the staphylococcus during this attack gave negative 
results. Forty-eight hours after the onset of the present attack, 0.1 cc. of liver 
extract was injected intradermally into each of two sites on the patient’s arm. 
This was followed immediately by a wheal. There was no delayed reaction. The 
same dilution of staphylotoxin used previously was injected into one of these 
sites and also into normal skin. There was a slight immediate reaction but no 
delayed reaction to staphylotoxin injected into the area in which liver extract 
had been injected previously. There were an immediate and a delayed reaction 
to staphylotoxin in the normal skin. 

DISCUSSION 

Dr. Beatrice M,. KesteN: This is one of a series of four patients with 
recurrent erythema multiforme bullosum, predominantly in the mouth, who have 
responded to treatment with injections of liver. 

Dr. E. WILLIAM ABRAMOWITZ: The patient states he took some sort of herb 
tea as recently as last week. It is advisable to investigate this further. 

Dr. J. GARDNER Hopkins: The question of liver therapy in erythema multi- 
forme is interesting. Dr. Kesten has brought several cases to my attention. 
One case was very dramatic. The patient had two or three attacks of bullous 
lesions in the mouth, so severe that he had been confined for some time in the 
hospital. His last attack seemed similar to the others at the onset, but after an 
injection of liver extract it cleared up in one or two days. One has to bear 
in mind the possibility of coincidence, but the apparent preventive effect of liver 
extract has been observed in several cases. 

Dr. Lours Tuttpan: Does Dr. Kesten believe this condition to be of the 
Plummer-Vinson syndrome? I ask that because of the administration of liver 
to these patients. Liver and iron are supposed to be specific in cases of vitamin 
deficiency. 

Dr. Beatrice M, Kesten: I do not know the source of the condition, and 
I did not know that the patient had been taking herb tea. I think erythema 
multiforme has always been considered as possibly due to bacterial toxins. This 
case is typical. The patient has characteristic recurrent erythema multiforme 
of bullous type and has been observed in at least twenty attacks by a number of 
physicians at the Vanderbilt Clinic. My associates and I have been attempting 
to find the source of the condition and in many similar instances, as in this patient, 
have tried to eliminate all possible foci of infection. All possible foci of infection 
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which we could find have been removed, and the patient was better for a time 
after their removal. We have been testing patients with this condition {or 
sensitivity to bacterial toxins. All four patients in this series showed a reaction 
to staphylotoxin in dilutions to which normal persons did not react, and one 
patient also reacted to streptotoxin. Perhaps it is a coincidence, but it does seem 
rather significant that in this case, after liver extract had been given at weekly 
intervals for six months, the longest period the patient has had without an attack, 
he had an attack as vigorous as previously within twenty-four hours after he 
was retested with staphylotoxin. I do not think this case is one of the Plummer- 
Vinson syndrome. We have been trying liver therapy for a number of different 
dermatoses. 


Lichen Nitidus and Lichen Planus. Presented by Dr. Grorce M. Lewis. 


G. T., a woman aged 32, is presented for Dr. W. Sachs from the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital, 
because of an eruption on the arms, the legs, the palms and dorsa of the hands 
and the buccal mucosa, of twelve weeks’ duration. The patient began to have 
some itching of her palms in September 1936. Several weeks later a papular 
eruption developed on both palms and arms. The papules are pinhead sized, dull 
and erythematous. They tend to be grouped in plaques varying in size from 
that of a small to that of a large coin. In the mouth, on the posterior buccal 
mucosa, is a white linear, lacelike arrangement. This is present at the junction 
of the molars and also at the angle of the lips. On the right ankle is a larger 
papule, rhomboid and violaceous. The same type of eruption is also present on 
both insteps, and there are several of the lesions on the dorsa of the hands. 

The Wassermann test and urinalysis gave negative results. Tuberculin tests 
were indefinite with dilutions of 1: 1,000,000, 1: 100,000 and 1: 10,000, The blood 
count showed 82 per cent hemoglobin, 4,840,000 red cells and 5,650 white cells. 
The differential count gave normal results. 


DISCUSSION 


Dr. E. Wirtttam AsBrAMowi1Tz: When Professor Jadassohn visited this 
country he gave a talk on tuberculosis and the tuberculids. I asked him why 
he did not include lichen nitidus among the tuberculids. He expressed the belief 
that lichen nitidus probably belonged to the same group as lichen planus. Yet 
the combination is very unusual. 

Dr. Georce M. Lewis: This patient presents lesions on the buccal mucosa 
and on one ankle which are typical of lichen planus. There are also numerous 
minute skin-colored shiny papules on the forearms. Histologically, these small 
dome-shaped lesions were typical of lichen nitidus. The histologic picture of 
the areas typical of lichen planus was also studied, and the sections revealed 
the structure of lichen planus. The case is presented as an unusual combination 
of both diseases in the same patient. 


Mal de Meleda. Presented by Dr. Henry D. NILEs. 


F. S., a boy aged 8 years, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital, with an eruption which 
has been present for eight years. The patient presents yellowish waxy hyperkera- 
totic thickenings, with fissuring of the skin of the palms and the soles. There are 
similar thickening and fissuring in the first interspace of each hand, extending to 
the adjacent dorsal surface for about 1 inch (2.5 cm.). The arrangement of the 
fissures between the hyperkeratoses on the soles gives a leaflike appearance. There 
is also an ichthyotic thickening of the skin over the dorsal and medial aspects of 
the ankles. A similar condition exists over the knees and the elbows. The 
epidermis of the palms is moist and greasy. There is slight improvement in the 
condition during the summer. 

The patient was born in New York of Italian parents, who are also of American 
birth. The patient’s father and grandfather and the grandfather’s brother have 
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disease. There is no history of a similar condition on the maternal 
e paternal grandfather was born in Italy. 


DISCUSSION 


WiLtt1AM ABRAMOWITz: Is there a history of consanguinity in the 


PauL Gross: This case is interesting in view of the discussion that is 
still being waged as to the difference between or identity of keratoderma palmare 
et plantare and mal de Meleda. I once saw a combination of typical keratoderma 
nalmare et plantare with extensive ichthyosis. The lesions in this case, located 
oy the extensor surfaces, could be considered ichthyotic. 

Dr. Henry D. Nites: I could not get a complete history, but there is no 
consanguinity as far as I was able to find out. Last year I presented a patient 
here (ArcH. DeRMAT, & Sypu. 34:1051 [Dec.] 1936) with a more typical picture, 
showing lesions in the first three interspaces. That condition was more charac- 
teristic of mal de Meleda. In addition, there are usually a somewhat yellowish 
appearance to the keratoses and a sour smell. The odor could be noted to some 
extent in this boy. Another interesting feature is the pattern of the keratoses 
on the soles, resembling the branches of a tree or the markings of a leaf. This 
has also been described. 


A Case for Diagnosis (Telangiectasia). Presented by Dr. Henry D. NILEs. 


H. W., a woman aged 46, born in the United States, was first seen at the 
New York Hospital on Nov. 30, 1936. Her eruption started seven years ago, 
with dry, scaly red skin on both cheeks. This spread for the first four years, 
but has receded slightly and very gradually toward the center during the past 
three years. Itching was very slight at first and has not been present for some 
time. She has used various lotions and salves and had some ultraviolet radiation, 
but no relief has ensued. All topical applications have been irritating. Her 
general health is good. The menses are normal. She has had no sinusal or 
dental infections. The tonsils were removed four years ago. There is no history 
of ingestion of drugs. The eruption is slightly better and less scaly in the summer 
than in the winter. There has been no excessive exposure to heat, cold, sun or 
wind. There has never been any roentgen treatment. 

Examination shows the skin of both cheeks to be red, dry, atrophic and slightly 
scaly. There is considerable telangiectasia, and the redness does not completely 
fade on pressure. The borders of the eruption are poorly defined, and the redness 
extends to the nose to some degree. The skin of the rest of the body is not 
involved. 

DISCUSSION 

Dr. Lours TutrpAN: There is a history of exposure to roentgen rays. About 
nine years ago the patient fell downstairs and was supposed to have had a fracture 
of the jaw. Several roentgenograms were made. Later she was in an accident 
on the railroad, and it was thought that she had sustained a fractured skull. 
Several more examinations with roentgen rays were made at that time. Finally 
roentgenographic examinations were made for dental sinusal complaints. She 
has therefore had ten or more roentgenographic examinations, although she never 
had roentgen treatment. I believe the condition is radiodermatitis. 


Dr. Marion B, SULZBERGER: One occasionally sees conditions of this type. 
| now have a patient under treatment whose condition seems almost identical 
with this one. The diagnosis I favor in my case is atrophoderma vermiculatum. 
I think the picture in Dr. Nile’s case also fits in best with that entity. I am 
certain that these changes cannot be attributed to sequelae of roentgen irradiation; 
manifestations of this kind were observed before the use of roentgen rays. In 
my case at least, they could be excluded as a cause. 


Dr. ANTHONY C. CrpoLtLaro: I agree with Dr. Sulzberger in the interpreta- 
tion of this case. I have recently had occasion to study the literature on atropho- 
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derma, and when I saw this patient tonight I thought as Dr. Sulzberger did, 
that the condition was one of that type. I do not believe this patient has any 
signs of sequelae of roentgen irradiation. ; 

Dr. Henry D. Nites: I did not obtain that history of roentgen examinations. 
I do not think the eruption is a radiodermatitis, but I cannot agree with the 
remarks made that there is no resemblance to it whatever. Telangiectasia and 
a dry skin are present with atrophy. Several persons saw this patient yesterday 
at the New York Hospital and observed a slight amount of diffuse atrophy, 
which was very difficult to demonstrate tonight. There is no history of any 
preceding lesions of any kind, and there are no small follicular pustules, papules 
or comedones. The condition does not fit in with my conception of folliculitis 
ulerythematosa reticulata, but I accept that as a suggestion. 


Sarcoid of Boeck (Nares); Lupus Erythematosus (Scalp and Ear). Pre- 
sented by Dr. FRANK VERO. 


N. L., a man aged 48, is presented from the Vanderbilt Clinic. The present 
condition began on the nose as a small nodule, which spread rapidly to involve 
both nostrils. A few weeks later lesions appeared on the right ear and the scalp, 
producing slight itching. The patient was admitted to the Presbyterian Hospital 
on Feb. 19, 1936, and was discharged on April 15, 1936. His temperature ranged 
from 101 to 102 F. during his stay in the hospital. There is a history of loss 
of weight before admission. The diagnosis on discharge from the hospital was 
(tentatively) Laénnec’s cirrhosis of the febrile type, chronic prostatitis and chronic 
maxillary sinusitis. 

Examination of the nose shows a symmetrically distributed reddened infiltrated 
patch involving the meatus, the nostrils and the upper lip. The lesion is yellowish 
red, with telangiectasia at the periphery. There are also a few small raised 
soft nodules. On the forehead is a small, irregularly defined, depigmented lesion. 
In the external auditory cana! on the right side, involving a great part of the 
external ear, the skin appears markedly hyperkeratotic, infiltrated and atrophic. 
On the scalp there are three sharply defined and slightly infiltrated scaly lesions 
the size of a quarter, with slight central atrophy. There is partial loss of hair 
but no breaking of hairs. 

The histologic picture of the lesion on the nose is that of sarcoid. Cutaneous 
tests with old tuberculin were negative in all dilutions. 

The patient has improved under treatment with injections of a gold prep- 
aration. 

Dr. Paut Gross: The point that interested me in this case was the tentative 
diagnosis of Laénnec’s cirrhosis. I recently had occasion to study a case of sarcoid 
of the face, with typical sarcoid of the lymph nodes and marked hepatospleno- 
megaly. The diagnosis of sarcoid in that case was supported by the histologic 
observations in the skin and in the lymph nodes, and a negative tuberculin test 
with a dilution of 1:10. One would be correct in assuming that enlargement of 
the spleen and the liver was due to sarcoid lesions in these organs and that the 
patient presented tonight has sarcoid of the liver. 


Dr. FRANK VERO: This patient has lesions of two types. Those on the nose 
are sarcoid of Boeck. Those on the forehead, ear and scalp are lupus erythema- 
tosus. The patient was hospitalized for two months because of complaints of 
loss of weight, general malaise, epigastric pains, cough and fever. Physical 
examination and various laboratory investigations were made, but no diagnosis 
was reached except the tentative diagnosis of cirrhosis of the liver. It is probable 
that the condition is a generalized sarcoid infiltration of the inner organs with 
which internists are not familiar, but which has been repeatedly reported by 
dermatologists in the presence of sarcoid of the skin. 


Ulcerative Tuberculosis of the Skin and Mucous Membranes. Presented 
by Dr. F. PHtrie Lowenrisu. 


F. W., a Negress aged 16, is presented from the Vanderbilt Clinic. This 
patient was previously presented on Dec. 3, 1935, and again on March 3, 1936. 
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After one year of treatment with tuberculin intradermally, calcium gluconate 
intravenously and generalized irradiation from an air-cooled quartz mercury 
vapor arc lamp, the condition of the throat remains unchanged. The ulceration 
in front of the left ear is now healed. The lesion on the lower part of the back 
is improved. The patient has gained weight and is back in school. 

Microscopic examination of the uvula showed tuberculosis. Inoculation of 
one guinea-pig with material from an inguinal lymph node showed tuberculosis. 
Acid-fast organisms were noted in the sections. 

















Keratosis Follicularis (Darier’s Disease). Presented by Dr. EvuGEeNe 


TrRAUGOTT BERNSTEIN. 






C. D., a man aged 47, is presented from the Mount Sinai Hospital because of 
a generalized eruption affecting the face and neck and seborrhea of the central 
portion of the anterior and posterior parts of the torso, of six years’ duration, with 
an exacerbation every summer. There are pigmented scaling lesions in the axillae 
and in the groins and flat lesions on the dorsa of both hands. The primary 
lesion is the size of a millet seed and has a central plug. The areas involved 
are more pigmented. The lesions on the hands have been present ever since 
the patient was a boy, while those on the body apparently disappear in the winter. 
Lesions have also been noted on the legs. The keratoses are easily removed by 
scratching with the finger-nails. 

Histologic sections showed marked hyperkeratosis and a thickening of the 
stratum granulosum along the hair follicles; the epidermal cells especially show 
the formation of corps rondes. This type of dyskeratosis is highly suggestive for 
the diagnosis of Darier’s disease. 

Examination of the skull showed no abnormality in the bones of the cranium. 
Calcification was noted in the tentorium. The sella turcica was normal in size 
and shape. Examination of the stomach and duodenum showed no evidence of an 
organic lesion. The blood count and urinalysis gave normal results. Therapy 
has consisted of subcutaneous injection of sodium cacodylate or local application 
of salve (salicylic acid 2 per cent, boric acid 5 per cent or ichthammol 2 per cent). 






















Urticaria Pigmentosa Acquisita. Presented by Dr. IsAporE Rosen. 





E. F., a woman aged 33, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital with a general eruption 
of seven years’ duration. Scattered over the trunk and extremities there are 
numerous brown macular lesions, ranging in size from that of a pinhead to that 
of a pea. There is no pruritus. When rubbed the areas become elevated. 

Histologic examination showed the vessels in the upper part of the cutis to be 
moderately dilated, and around them there was a moderate cellular infiltrate, 
composed of small round cells, connective tissue cells and a fair number of 
mast cells. 









A Case for Diagnosis (Schamberg’s Progressive Pigmentary Derma- 
tosis?). Presented by Dr. THEoporE ROSENTHAL. 







R. M., a man aged 55, is presented from the Vanderbilt Clinic, with lesions 
on both legs of one year’s duration. The patient has had a diffuse rash on the 
inner sides of both legs for the past year. It is symptomless. Examination shows 
an eruption on both legs, most marked on the inner sides about the ankles and 
shading off as it approaches the knees. It consists of purplish and reddish macular 
lesions, pinhead sized and confluent in the lower areas but occurring as discrete 
macules above. The skin is not infiltrated. 

Microscopic examination by Dr. G. F. Machacek showed moderate hyper- 
keratosis. Parts of the epidermis showed some atrophy. There was a superficial 
band in which inflammatory reaction was present. The capillaries were thickened, 
and there was definite evidence of small hemorrhages within the corium. The 
lesions were definitely vascular and purpuric, which is consistent with a diagnosis 
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either of Majocchi’s or of Schamberg’s disease or with the contention that the 
condition was secondary to varicosis. 


Erythema Induratum of the Legs; Cystic Osteitis of the Finger. Pre. 
sented by Dr. Beatrice M. KESTEN. 

U. B., a woman aged 35, a British West Indian housewife, is presented from 
the Vanderbilt Clinic. She was first seen in May 1929, with numerous indurated 
erythematous nodules on the flexor surfaces of the legs. These appeared in the 
spring of 1924, persisted for a few months and then disappeared without breaking 
down. They varied in number from four to twelve and occurred on the backs 
of the legs. The cycle was repeated each spring for seven years. In the winter 
of 1931 the lesions again appeared and for the first time became ulcerated. The 
patient received courses of from nine to fifteen intravenous injections of a gold 
preparation (chrysolgan [4-amino-2-aurothiophenol carbonic acid] or sodium gold 
thiosulfate) each winter for four years. A diet high in vitamin and poor in salt 
was begun in 1933. Each winter the nodules reappeared, and a few became 
ulcerated. In October 1934 a cutaneous test with old tuberculin was positive 
with a dilution of 1: 1,000,000. Previous tests with dilutions as low as 1: 1,000 
had been negative in 1931 and 1934. In October 1934, biweekly intradermal 
injections of old tuberculin were instituted, and the salt-poor diet was continued. 
The initial dose of old tuberculin was 0.1 cc. of a 1: 10,000,000 dilution. The 
treatments have been continued and the amounts gradually increased. The patient 
is now receiving each week 0.1 cc. of 1: 16,000 dilution of old tuberculin intra- 
dermally. She is continuing her salt-poor, high vitamin diet and is symptom 
free. The urine is normal. 

During the winter of 1934 and 1935 one nodule developed on the leg and 
ulcerated. During the winter of 1935 and 1936 erythema induratum did not 
develop. No lesions have developed so far this year (1936). 

However, in February 1935 a painful red swelling appeared on the little finger 
of the right hand, which persisted for two months. Roentgenograms of this 
finger showed an expansion of the proximal end .of the distal phalanx. The 


cortex was preserved, but the remainder of the shaft was definitely diminished 
in density and gave the appearance of a cyst. There has been no recurrence of 
the swelling of the finger, but the osseous changes persist. Roentgenograms of 
the rest of the skeleton, the lungs and the abdomen showed no abnormality. 


Hydrocytoma. Presented by Dr. PAut Gross. 

B. M., a woman aged 49, is presented from the Vanderbilt Clinic, with lesions 
on the face of several years’ duration. According to the patient the lesions are 
more pronounced in warm weather. Examination shows on the forehead and 
lower eyelids firm lesions, varying in size from that of a pinhead to that of a 
split pea. They are the color of the skin except for the centers which are 
bluish and translucent. The surface is smooth and round. 

Histologic examination showed hydrocystoma. 


CASES PRESENTED BUT NOT DISCUSSED 
Iododerma. Presented by Dr. HERMANN FEIT. 
Erythema Induratum. Presented by Dr. Beatrice M. KeEsten. 
Lupus Erythematosus. Presented by Dr. Lewis B. Roprnson. 
Naevus Pigmentosus. Presented by Dr. Lewis B. Roprnson. 
Lupus Erythematosus. Presented by Dr. EUGENE TravuGcott BERNSTEIN. 
Sarcoid. Presented by Dr. Lewis B. Roprnson. 
Morphea. Presented by Dr. Lewis B. Rosinson. 
Tinea Barbae. Presented by Dr. Jesse A. To_Mmacn, 
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Darier-Roussy’s Sarcoid. Presented by Dr. ApotpH ROSTENBERG. 


This patient a woman aged 60, gives an irrelevant family history. About two 
years ago she was severely ill with pneumonia; nine months ago she had an 
attack of influenza with fever, swellings and severe pain in both arms. In January 
1936 she was treated at the Methodist Episcopal Hospital in Brooklyn. 

Her present cutaneous trouble involves the extensor surfaces of both forearms. 
It consists of subcutaneous infiltrations, firmly attached to the skin, which seem 
to be made up by fusion of several lesions. The skin in the affected areas is 
painful, pigmented and somewhat purplish. There are also infiltrated subcutaneous 
plaques about the size of an almond on the left foot in the area of the fifth metatarsal 
bone and over both patellae. 

Examination of the sputum for tubercle bacilli gave negative results. The graded 
tuberculin test, roentgenograms of the chest, hands and wrist, examination of the 
ears, nose and throat, gynecologic examination and routine investigation of the 
urine and blood, including the Wassermann test, gave negative results. 

Sections of the skin, examined by Dr. David L. Satenstein, showed several 
large giant cells of the Langerhans type and areas of fibroblastic tissue, resembling 
granuloma. A section of the skin taken two weeks ago at the Sydenham Hospital 
showed slight hyperkeratosis and moderate atrophy of the epidermis. There were 
numerous areas of fibrosis, with vacuolation and epithelioid cells, and only slight 
lymphocytic infiltration. Numerous giant cells were seen in the centers of the 
epithelioid collections. The histologic diagnosis was Darier-Roussy’s sarcoid. 


DISCUSSION 

Dr. SAMUEL FELDMAN: This patient presents one large lesion on one forearm 
and several smaller ones on the other. The masses are hard, and they move 
with the skin, to which they are apparently attached. The lesions do not appear 
to be as deeply situated as those ordinarily seen in Darier-Roussy’s sarcoid. They 
are also much larger than any I have seen before in that disease. I am not prepared 
to make a definite clinical diagnosis of Darier-Roussy’s sarcoid, in spite of the 
pathologist’s report. 

Dr. CHARLES WoLF: Clinically there exists a diffuse infiltrative process which 
involves not only the superficial layers of the skin but the subcutaneous tissues. 
It may be due to a lipoid disturbance, and may be a manifestation of necrobiosis 
lipoidica diabeticorum. 

Dr. GERALD F, MACHACEK (by invitation): In connection with this case I 
think there are other phases, such as the cholesterol content of the blood, to 
consider, even if the condition does clinically resemble a sarcoid. I think if one 
studies these conditions, one will be able to separate the peculiar sclerodermatous 
manifestations and lesions resembling those found in erythema induratum from 
tuberculous lesions. 

Dr. ARTHUR SAYER: I wish to suggest the diagnosis of an early acrodermatitis 
with scleroderma-like infiltration. I think the bandlike infiltration and also the 
several large nodular lesions are those of the early stage of acrodermatitis. 

Dr. Leo Sprecet: I recollect a case in which the patient’s entire back was 
involved. The lesions were similar to those on this woman’s forearm. I presented 
that patient several years ago at the section of dermatology of the New York 
Academy of Medicine. She proved to have sarcoid of the Darier-Roussy type. 
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Dr. GERALD F. MACHACEK (by invitation): This week I saw a patient whose 
condition strongly suggested Bazin’s erythema, and yet the basal metabolism was 
found to be —16. I have an idea that a great many conditions similar to the 
present one are manifestations of endocrine disturbance. 

Dr. Marton B. Sutzpercer: In reference to Dr. Machacek’s remarks 
regarding Bazin’s disease, it seems erroneous to conclude that because the basal 
metabolism was low and because the patient improved under thyroid medication 
the condition was not Bazin’s disease. It is well known and undeniable that 
typical, proved erythema induratum occurs in girls with endocrine and particularly 
with thyroid disturbance and with associated vascular disturbances (poor circula- 
tion) of the lower extremities. 

Dr. ADOLPH RosTENBERG: The original pathologic examination showed tuber- 
culosis of the skin, but a second examination of tissue by Dr. Satenstein showed 
Darier-Roussy’s sarcoid. 


Argyria. Presented by Dr. CHARLES PINEs. 


P. B., a man aged 58, a helper on a truck, born in Germany, is presented from 
the dermatologic service of the Bellevue Hospital. In 1928 the patient suffered 
from sores and fissures of the tongue. He consulted a physician, who treated 
him with local applications during the winter months of 1928. In addition, the 
patient was given a whitish medicine to apply to the tongue at home. The tongue 
healed in a few months, but the patient continued to apply the same medicament 
intermittently for the next two years. 

In 1930 he noticed a discoloration of the face and hands but paid no attention 
to it. He came to the clinic in 1931 complaining of burning of the tongue. The 
discoloration was at that time marked. In 1917 he had gonorrhea and received 
two intravenous injections. 

The patient has been employed for the greater part of his life as a stoker. 
About nine years ago he worked for a few months in an iron mine in Michigan. 

The skin of the face, forehead, scalp and neck, extending to the clavicles, 
shows a slate-blue discoloration. The gums are bluish black. The discoloration 
extends to the hard and soft palates and is also evident on the buccal mucous 
membrane and tongue. The color does not disappear on pressure. 

Physical examination gave essentially negative results except for a slight 
emphysema of the lungs. Roentgenograms of the heart, aorta and lungs showed 
no abnormality. 

The blood count showed 4,720,000 red blood cells and 8,400 white cells. A 
differential count showed 59 per cent mature and 8 per cent immature polymorpho- 
nuclear neutrophils, 31 per cent lymphocytes and 2 per cent eosinophils. 

The spectroscopic examination of the blood gave negative results, as did the 
Wassermann test of the blood and the examination of the urine. The sugar 
content of the blood was 95 mg., the nonprotein nitrogen content 27 mg. and the 
sodium chloride content 462 mg. per hundred cubic centimeters. Inhalation of 
oxygen did not change the color. 

Histologic examination in 1934 showed pigment arranged in a manner not 
characteristic of argyria. Chemical examination did not show silver. A second 
histologic examination in November 1935 gave no indication of silver either 
microscopically or chemically. 

DISCUSSION 

Dr. Leo Sprecet: I had an opportunity to see this patient at another clinic. 
He shows no evidence of asthenia, and by exclusion I believe the condition is 
argyria. The microchemical tests in this case were negative, as they were in the 
cases I presented some years ago (ArcH. Dermat. & SypuH. 23:266-286 [Feb.] 
1931). The microchemical tests require a large piece of skin, and it is difficult to 
obtain consent to excise such a large piece. Blood tests for the detection of 
silver are valueless. In this case I believe there was a section in which granules 
were found in the tissue. Dark field illumination of this specimen should be 
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ide to determine if these are granules of pigment. They are made visible by 

flected light and stand out distinctly as bright dots in the dark field. 

Dr. Davin BLoom: I suggest a microspectroscopic examination of the tissue, 
which I do not believe has been made. 

Dr. CHARLES Pines: Clinically and by exclusion the condition appears to be 
argyria. The history is certainly suggestive. The chemical tests performed are 
competent, because they were done in Dr. Gettler’s laboratory at the Bellevue 
Hospital. The report is negative, and I think it should be accepted. Judging 
from the report that Dr. Spiegel published in 1931, the chemical test is rather 
complicated. 


Dermatitis Repens. Presented by Dr. Marion B. SULZBERGER. 


Miss Y. S., aged 26, born in the United States, is presented for Dr. R. 
Baer from the Montefiore Hospital for Chronic Diseases. The present illness 
began in September 1933, with lesions in the mouth, which soon subsided. Four 
months after the onset the eruption recurred in the mouth, the pharynx and the 
lips. Eight months later lesions appeared around the vulva. In 1935 the patient 
noticed lesions on the scalp. After an injury to the nail a paronychia developed 
on the right thumb, and the infection spread over the skin of the thumb. About 
six months ago the patient‘injured the left thumb with a nail file. An infection 
of the nail followed, spreading over the skin of the left thumb. 

The patient presents several crusted yellowish lesions on the scalp and 
vesicular, easily friable lesions on the right buccal mucosa and the posterior part 
of the soft palate. There is a slight swelling of the terminal phalanges of both 
thumbs, accompanied with a discharge of purulent material. The infection on the 
hands is spreading peripherally. The interior part of the spreading border is 
occupied by a red oozing surface. The exterior part of the border is formed by 
the sodden epidermis, which is elevated by underlying, fairly deep-seated sero- 
purulent pustules. There is a purulent discharge from the umbilicus. The skin 
around the vulva is macerated and pinkish, with interspersed papular lesions. 
There is severe pain in both hands. Medical and neurologic examinations showed 
nothing of significance. 

The cell count and chemical examination of the blood gave normal results. 
The Wassermann and Kahn tests of the blood were negative. The urine showed 
a trace of albumin. A culture from a lesion on the thumb showed Staphylococcus 
aureus. The basal metabolic rate was + 1 per cent. A test with trichophytin in 
a 1:30 dilution gave a 1 plus reaction. These values for blood sugar obtained 
in a sugar tolerance test were as follows: 88, 90, 88, 89, 87, 90, 96, 116, 112, 
95, 96 and 99 mg. per hundred cubic centimeters. 

DISCUSSION 

Dr. CHARLES WotF: The lesions on both thumbs suggest acrodermatitis 
continua of Hallopeau. The associated lesions of the mucous membrane, however, 
do not seem to me to fit in with this condition, and some other condition, possibly 
a drug eruption, must be taken into consideration. 

Dr. Davin BLoom: The eruption looks like acrodermatitis continua of Hal- 
lopeau, which, I believe, is identical with pustular psoriasis. As to the eruption in 
the mouth, laxatives which the patient may be taking and the toothpaste she is 
using should be investigated for phenolphthalein. 

Dr. Marion B. SutzpBercer: I saw the patient first in Philadelphia, where 
she was presented at a meeting of the Philadelphia Dermatological Society 
(ArcH, Dermat. & SypuH. 32:815 [Nov.] 1935). Diagnoses of pemphigus and 
dermatitis herpetiformis were entertained for some _ time. However, since 
observing this case at the Montefiore Hospital for Chronic Diseases, Dr. Baer, 
Dr. Wise and I have come to the conclusion that the condition is not an atypical 
form of pemphigus. The whole course and appearance of the dermatosis and 
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its refractoriness to all forms of therapy suggest acrodermatitis continua pustulosa, 
The possibility of a casual role was excluded for every conceivable drug. Remem 
ber that there are cases of Hallopeau’s disease in which lesions of the mucous 
membrane occur. I believe that the present one is such a case. 

Dr. PAut Gross: The patient states that the condition improved considerably 
during her summer vacation. I noted a similar change recently in a patient of 
mine, and I feel that a neurogenic background should be considered. 


Xanthoma Tuberosum. Presented by Dr. Frank E. Cross. 


M. R., a man aged 50, presents an eruption of thirteen years’ duration. On 
the inner canthus, the left upper eyelid, the back, the elbows, the knees, the 
buttocks, the palms and the plantar surface of the large toe are numerous 
yellowish lesions, varying in size from that of a pea to that of a walnut. Over the 
elbow joints are confluent tumor-like lesions. There are linear lesions along the 
creases on both palms. 

The blood count showed 4,650,000 red blood cells, 80 per cent hemoglobin and 
7,800 white cells. The differential count showed 55 per cent polymorphonuclear 
cells, 44 per cent lymphocytes and 1 per cent monocytes. 

The chemical examination of the blood showed a cholesterol content of °40 mg. 
and a sugar content of 85 mg. per hundred cubic centimeters. The Wassermann 
test of the blood and the urinalysis gave negative results. 


Failure of Local Therapy in Tinea Capitis Due to Microsporon Lanosum. 

Presented by Dr. SAMuEL M. PEcK. 

G. D., aged 9 years, appeared for treatment on May 31, 1936, presenting on 
the scalp several typical patches of tinea capitis about the size of a dollar and of 
at least one month’s duration. Microscopic examination and examination of the 
scalp under Wood's filter gave positive results. Cultures on Sabouraud’s mediums 
showed Microsporon lanosum. Local treatment given daily until the ‘present 
consisted of repeated shaving of the scalp and applications of tincture of green 


soap, of ointments containing from 5 to 10 per cent of ammoniated mercury or 
from 5 to 10 per cent of sulfur and of tincture of iodine. All of these failed to 
check the spread of the disease. Examinations under the microscope and under 
Wood's filter still show fungi. 


DISCUSSION 

Dr. Marion B. SULZBERGER: It is by no means always true that an infection 
with M. lanosum can be cured with local therapy alone; moreover, it is not an 
absolute rule that Microsporon Audouini refuses, to be cured by the proper 
amount of irritating and antiseptic local treatment. I remember that the two 
young sons of Professor Frei in Breslau, Germany, had patches of infection with 
M. Audouini on the scalp, which were cured with alternating topical applications 
of mercury and iodine. Bloch taught that infections due to fungi of the animal 
type in general yielded more readily to local treatment, because these produced a 
strong immunologic response and an ensuing inflammatory reaction. I have found, 
in consonance with Bloch’s concept, that patients who are suffering from infec- 
tions with M. lanosum and whose reactions to trichophytin tests are negative are 
less likely to respond to local therapy than are those with positive cutaneous 
reactions to trichophytin. Was the reaction to the trichophytin test in Dr. Peck’s 
case negative? If so, this would correspond with my experience. 

Dr. Samuet M. Peck: This case is not presented as a criticism of those 
who advise local therapy. It is well known that even simple dermatoses such as 
impetigo will often resist the usual treatment. I agree with Dr. Sulzberger that 
patients showing a negative reaction to trichophytin will be less likely to respond 
to local therapy. I now intend to try epilation with roentgen rays. 


Granuloma Annulare. Presented by Dr. CHARLES WOLF. 


D. S., a woman aged 49, has had an eruption on the backs of the hands for 
the past six months. Two months ago lesions appeared on the back of the 
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extending somewhat toward the lateral surfaces. The eruption on the 
backs of the hands is faint brownish and chamois colored. At the periphery 
re are Closely aggregated smooth elevated nodular lesions varying in size from 
of a pinhead to that of a millet seed. Toward the wrist the lesions are more 
discrete. At the back of the neck some of the lesions are garland-like, glistening 
and coalescent. 

The Wassermann test of the blood, the blood count and the urinalysis gave 
negative results. Four roentgen treatments were given to the backs of the 
hands about three months ago and were followed by some improvement. 

[he histologic report indicated granuloma annulare. 


ne 


DISCUSSION 

Dr. Marion B. SutzBercer: I think that clinically a diagnosis of granuloma 
annulare in respect to the isolated lesions on the back of the hand would be 
fitting, and I have seen patients with atypical granuloma annulare who presented 
lesions like those on the back of the neck of this patient. Some of the lichenoid 
papules look like lichenoid sarcoid. I accept the diagnosis of atypical granuloma 
annulare, with the possibility of Boeck’s sarcoid to be considered. 

Dr. ARTHUR SAYER: I think that on first impression my diagnosis would be 
lichen planus. The configuration of the eruption, with only sparse and small 
annular lesions, and the extensive diffuse erythematous nonconfigurated plaques 
on the hands, etc., are most frequently seen in cases of lichen planus. However, 
the histologic report of granuloma annulare must necessarily modify my diagnosis. 


Dr. CHARLES LERNER: Because of the lesions on the wrists and forearms I 
am inclined to diagnose both lichen planus and granuloma annulare. Aside from 
the confluent annular lesions, I saw definite flat-topped, diamond-shaped shiny 
violaceous papules. However, since the histologic examination shows granuloma 
annulare, may I suggest that one of the lesions strongly resembling lichen planus 
be removed for further microscopic examination ? 

Dr. Henry Sirver: I admit that it is extremely difficult to diagnose this 
condition clinically because of its close resemblance to annular lichen planus. 
However, if one thinks of the picture of generalized granuloma annulare, one 
will not hesitate to consider this as such a condition. A woman about 50 years 
of age, who was seen by some of the members at the Mount Sinai Hospital, 
presented an annular eruption which was considered atypical lichen planus. The 
late Professor Jadassohn, who saw the patient at the clinic, agreed with the 
diagnosis. The histologic examination, however, revealed granuloma annulare. 

Dr. CHARLES WoLF: The case is interesting because it is diffuse in type. 
It does not show the typical granuloma annulare that is usually observed in 
the limited variety of the disease. To my eye, there is no resemblance to lichen 
planus. Furthermore, the lesions at the periphery, where the disease is advancing, 
show nodules in typical annular arrangement. On the backs of the hands there 
is some change, probably produced by roentgen treatment. 


Dr. Paut Gross: Histologic study of another specimen would be helpful, 
especially with differential stains for possible degenerative changes of the skin. 


Psoriasis and Psoriatic Arthropathy. Presented by Dr. Marion B. Svutz- 

BERGER. 

Mrs. V. T., aged 40, born in Austria, has suffered from psoriasis for the past 
fifteen years and from arthritis for ten years. 

Three years ago she was admitted to the Montefiore Hospital for Chronic 
Diseases because of an extensive psoriatic eruption associated with polyarthritis. 
Ointments and salicylates were given, but no benefit followed. The eruption and 
arthritis cleared up completely under radiotherapy to the skin and physical therapy 
to the joints. Three months after she was discharged from the hospital there 
was a recurrence of the disease of the skin and joints. A temporary improvement 





446 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


was obtained by roentgen therapy to the joints; no improvement in the condition 
of the joints followed the use of salicylates, and ointments did not influence the 
eruption. 

The patient was barely able to walk three months ago because of severe pains 
of the joints of both shoulders, the spine, the left hand and both ankles. She 
noticed redness, swelling and pain in the metacarpophalangeal joint of the second 
finger of the left hand. There were markedly infiltrated circinate patches of 
psoriasis on the arms, thighs and scalp. The patient was given 93 cc. of a 
commercial extract of the adrenal cortex (eschatin) within the past three months 
and began to show improvement about one month after the treatment was insti- 
tuted, the joints responding first. During the first months of the new therapy 
the skin and joints became slightly worse. Besides the injections of adrenal 
cortex extract the patient has had ten applications of an ointment containing 5 
per cent salicylic acid and 5 per cent ammoniated mercury and has taken seven 
capsules of acetylsalicylic acid, caffeine and acetophenetidin, totaling 35 grains 
(2.3 Gm.) of acetylsalicylic acid, 21 grains (1.4 Gm.) of acetophenetidin and 14 
grains (0.9 Gm.) of caffeine, during the time in which her condition was growing 
worse. 

DISCUSSION 

Dr. Leo Sprecet: The result of therapy in this patient is gratifying. I have 
had a similarly afflicted patient under observation for the past three years, whose 
condition improved considerably under treatment with injections of sulfur in oil— 
so much so that he was able to resume work. He disappeared from observation 
but subsequently returned with a severe erythroderma. The arthritis was very 
much aggravated. Exfoliating pemphigus was thought of at that time. Adrenal 
cortex extract was given, but not in such an amount as in the case presented 
this evening. In my patient the psoriasis has cleared up to a marked degree, but 
there has been no improvement in the arthritis. 


Dr. CHARLES LERNER: In my opinion, involvement of the joints in psoriasis as 
a rule is unaccompanied by pain, unless the smaller joints, such as those of the 
fingers and toes, are attacked. It is important, therefore, to rule out a possible 
concomitant arthritis deformans, particularly in psoriatic patients of middle or 
advanced age. In view of the fact that a considerable amount of deviation of the 
ulnar nerve is manifest in this patient’s little fingers, I would maintain that 
possibility. 

Dr. CHARLES WorF: It is of interest that adrenal cortex extract alleviated 
the arthritis. I would like to know whether readings of this patient's blood 
pressure were taken, because in patients with hyperinsulinism there is low blood 
pressure, accompanied with convulsive seizures and followed by coma. 


Dr. SAMUEL M. Peck: With regard to Dr. Lerner’s remarks, I am sure that 
many patients with psoriasis accompanied with involvement of joints complain 
of intense pain in some of the joints—so much so that some patients have been 
willing to undergo operative procedures to alleviate the pain. As a point of 
differentiation from other types of arthritic involvement, I have found that usually 
the small joints, especially those along the spine, cause the pain in the present 
condition. 

Dr. Paut Gross: I am not fully convinced that this case is one of real 
psoriatic arthropathy. The response to therapy with an extract of the adrenal 
cortex interested me. When the first report appeared about this treatment, | 
discussed it with Dr. Loeb, who has had considerable experience with adrenal 
cortex. At that time he discouraged me, on account of the difficulty in obtaining 
a really potent extract. 


Dr. R. Baer: This case is interesting from two standpoints: First, the 
involvement of the joints is more severe than is frequently observed; and second, 
the therapy was successful. The effect of the therapy on the condition was more 
manifest in the joints than on the skin, and I do not think that the improvement 
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can be attributed to a spontaneous remission. The blood pressure in this case 
is normal, from 110 to 120 systolic and 70 diastolic. The blood sugar and the 
hasal metabolism were within normal range. 


Pustular Psoriasis of the Soles. Presented by Dr. PAaut Gross. 


Mrs. A. R., aged 49, presents an eruption of four months’ duration. It involves 
hoth heels and the plantar surfaces of the big toes. She states that she has an 
infected sinus of six years’ duration and trouble with the kidneys and hypertension 
of seven years’ duration. The menopause (artificial) began seven years ago. 

There are sharply marginated, erythematous, scaly, slightly infiltrated patches, 
with persistent recurrence of tiny flat superficial pustules and formation of crusts 
throughout. The patches have gradually become larger and have resisted all forms 
of therapy. 

The mycologic examination and the Wassermann and Kahn tests of the blood 
gave negative results. The basal metabolic rate was —11 per cent. The blood count 
showed 4,000,000 red cells, 70 per cent hemoglobin and 9,700 white cells. The 
differential count showed 68 per cent segmented neutrophils, 30 per cent lympho- 
cytes, 1 per cent monocytes and 1 per cent eosinophils. The urinalysis showed a 
trace of albumin. 

Histologic examination showed pustular psoriasis. 

DISCUSSION 

Dr. Paut Gross: I presented this case because the extensive hyperkeratosis, 
localized particularly on the heels and the tips of the toes, together with the his- 
tory of menopause, suggested the diagnosis of keratoderma climactericum. The 
presence of pustular lesions and the histologic picture are in favor of psoriasis, 
which not infrequently develops at the menopause. There has always been a ques- 
tion in my mind whether the keratoderma which for years I have seen occur during 
the menopause was not an atypical psoriasis after all. Haxthausen in his original 
paper and, recently, Goldsmith in his book strictly separated the condition from 
psoriasis, 

Dr. Davin Btoom: This is a typical picture of pustular psoriasis, which may 
occur at any age. There is no reason to consider the menopause as a cause. 
Besides, the clinical morphologic picture here is not that described by Haxthausen 
for keratoderma climactericum. In regard to treatment of pustular psoriasis, I 
wish to mention a woman in the sixth decade of life who had severe diabetes and 
hyperthyroidism besides marked pustular psoriasis of the palms and the soles. 
When I met the patient many months after the original examination her palms 
and soles were perfectly free from the eruption. She informed me that she had 
followed my advice and had her tonsils removed, but, as the transverse scar on her 
neck indicated, she had also undergone a thyroidectomy. It was therefore impos- 
sible to determine to what the disappearance of her cutaneous eruption was due. 

Dr. SamuEL M. Peck: I am becoming more and more puzzled with the 
so-called cases of pustular psoriasis. If I understand this disease correctly, the 
pustular element is due to macroscopic Monro abscesses. I feel that it is almost 
impossible to make this diagnosis in the absence of typical psoriasis in other parts 
of the body. Recently a case such as the one presented tonight came to my atten- 
tion in a woman aged 55, who had a superimposed dermatophytosis between the 
toes. When subjected to injections of trichophytin the condition cleared up sur- 
prisingly well. I should deduce from such a case that the diagnosis of pustular 
psoriasis was wrongly made. 

Dr. Marion B. SULZBERGER: I think that cases of so-called pustular psoriasis 
have to be considered individually. In this case it seems to me that there is evi- 
dence of psoriasis. The lesions on the legs are characteristic. This woman also 
has pitting of the nails, which is an indication of psoriasis, although I do not think 
that any form of pitting is pathognomonic. 
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Psoriasis may in some instances clear up after any form of therapy. Therefore. 
the fact that a pustular eruption of the hands and feet clears up after injections or 
operations of some kind is neither evidence that it was psoriasis nor evidence 
that it was not. 

Dr. Paut Gross: I do not want to bring up the problem of pustular psoriasis 
again, but it is worth while to note that this patient has a chronic antral infection, 
That the removal of infectious foci can give prompt cure to some patients with 
vesicular and pustular eruptions of the palms and soles was demonstrated to me by 
the case of a private patient, designated in Andrew’s paper as Mr. R. B., who 
suffered no recurrence of a previously extensive eruption for three years after his 
infected tonsils and chronically infected appendix had been removed. 


Acanthosis Nigricans (Juvenile Type). Presented by Dr. ArrnHur Sayer. 

T. F., a school girl aged 15, born in the United States, was referred to the 
Mount Sinai Hospital because of marked obesity and a peculiar pigmentation of 
the skin. She now weighs 207 pounds (94 Kg.) and is 5 feet 4% inches (164 cm.) 
in height. The breasts are well developed. A thorough physical examination of 
the heart, lungs and abdomen gave negative results. The menses began at the age 
of 14 and are scanty. They occur once in three or four months and then last only 
for about two days. 

A roentgenogram of the skull showed the sella turcica to be normal in size and 
shape, with normal clinoid processes. Examination of the urine gave negative 
results. A complete blood count showed 4,800,000 red blood cells, 83 per cent 
hemoglobin and 8,500 white cells. The differential count showed 47 per cent poly- 
morphonuclear cells, 46 per cent lymphocytes, 4 per cent monocytes and 3 per cent 
nonsegmented monocytes. The Wassermann reaction of the blood was negative. 

Examination of the skin shows brown or black pigmented areas consisting of 
closely aggregated, slightly elevated verrucous lesions around the posterior and 
lateral aspects of the neck. These lesions feel velvety. There is also a similar 
group of lesions in each axilla, approximately 3 inches (7.5 cm.) in diameter. 
Larger patches are seen on the inner aspects of both thighs. This eruption began 
about three years ago and is slowly and progressively developing. The mother 
states that there have been no other members of the family, either in the direct or 
in the collateral lines, who were similarly affected. 


Folliclis in a Brother and Sister. Presented by Dr. CHARLES WOLF. 

This girl, aged 12, and her brother, aged 9 years, have had discrete papular 
lesions on the hands, forearms, knees and legs since the age of 2 years. Occasion- 
ally lesions appear on the face. There is a tendency for new lesions to form after 
slight abrasions. The lesions seem to disappear spontaneously, leaving superficial 
scars. The patients’ father died of leukemia two years ago; their mother is living 
and well. There are no other brothers or sisters. 

At the present time scattered lesions may be seen on the backs of the fingers 
and the forearms, and a few appear on the face of each patient. The lesions are 
brownish red and slightly raised, with necrotic centers. They vary in size from 
that of a pinhead to that of a millet seed. 

The tuberculin tests in various dilutions were negative. Roentgenograms of 
the chest showed no abnormality. The histologic picture was not that of a 
tuberculid. 

DISCUSSION 

Dr. ADOLPH RosTENBERG: Considering the cases clinically, one would think of 
papulonecrotic tuberculids. I do not think that what has been described as folliclis 
fits into this picture. If the microscopic picture does not show tuberculous struc- 
ture and the tests with tuberculin are negative, I do not see how Dr. Wolf's 
diagnosis can be sustained. 

Dr. SAMUEL FELDMAN: Some time ago I had occasion to see these patients, 
and because of the peculiar lesions arranged in rows with a depressed center, | 
thought of molluscum contagiosum, which was confirmed by microscopic exami- 
nation. It must be admitted that the lesions I saw tonight appeared to be different, 
and I can understand the diagnosis offered by Dr. Wolf. 
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Dr. Henry SILverR: I thought that such terms as folliclis and acnitis had been 
ccessfully dropped and that papulonecrotic tuberculids had been substituted as a 
ime for all lesions of this type. 

Dr. Paut Gross: These certainly are unusual lesions, and the location suggests 

also a possibility of an ectodermal defect. The bodies suggestive of molluscum 
ntagiosum mentioned by Dr. Feldman could be thought of as milia, frequently 
seen in scars of epidermolysis bullosa. 

Dr. Davip BLoom: The lesions consist of tiny erythematous papules with a 
iollicular horny plug in the center. I would suggest the diagnosis of follicular 
keratosis. The tiny papule could be the reaction to the plugging of the follicle. A 
histologic examination is the only means of deciding the diagnosis. 


A Case for Diagnosis (Periarteritis Nodosa?). Presented by Dr. SAMUEL 
FELDMAN. 


This man, aged 45, states that he has suffered during the past six weeks from 
general weakness, insomnia, loss of appetite and tachycardia. He had pains in the 
joints, for which he received injections. About ten days ago he noticed large lumps 
on his knuckles, and a few days later several lesions of the same character appeared 
in the mouth. 

On Nov. 22, 1936, the patient looked well nourished but complained of extreme 
weakness. There were large nodules over the metacarpophalangeal joints of both 
hands; about six joints were attacked in that manner. The nodules were purplish 
and of the size of a large pea; one nodule was somewhat larger. The apex of each 
papule was almost black and appeared to be necrotic. There were several lesions 
in the mouth, all of which became ulcerated. There were groups of smaller papules 
over each elbow; these also had necrotic centers. All the lesions seem now to be 
receding. A few days ago several fresh lesions appeared on each knee. They are 
small nodules or papules, and there appears to be a tendency toward ulceration 
at this early stage. 

The physical examination gave normal results, and the Wassermann test of the 
blood and examination of the urine gave negative results. 

The examination of the blood showed 3,500,000 normal red blood cells and 
19,000 white cells. The differential count showed 30 per cent neutrophils, 50 per 
cent eosinophils, 2 per cent basophils and the rest monocytes and lymphocytes. 

Note: A histologic examination one week after presentation revealed changes 
typical of periarteritis nodosa. 

DISCUSSION 

Dr. IstporE M. LASHINSKy: The distribution of the lesions on the elbows and 
knees and the somewhat pale yellowish hue suggest xanthoma. I would advise a 
study of the cholesterol content of the blood. 

Dr. SAMUEL FELDMAN: I do not think the condition is xanthoma, but I will 
study the blood for cholesterol. A possible diagnosis of Hodgkin’s disease was 
suggested. 


Gaucher’s Disease Associated with a Purpuric Eruption. Presented by 
Dr. ADoLPH ROSTENBERG. 


D. S., a man aged 29, has suffered from Gaucher’s disease since the age of 
6 years. His sister has the same disease. In April 1936 there developed an erup- 
tion, which has remained until the present time, with a gradual increase in extent 
and with morphologic variations. 

At present the patient has plaquelike areas in the axillae and over the lower 
part of the abdomen, the thighs and the calves. The plaques are purpuric and 
irregular in shape. 

The blood count has been taken on many occasions and has always been within 
normal limits. Serologic examinations of the blood have given consistently nega- 
tive results. 
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DISCUSSION 

Dr. SAMUEL M. Peck: The patients with Gaucher’s disease whom I haye 
observed showed, as part of the cutaneous involvement, pingueculae and lesions 
on the lower extremities, which were purpuric or showed residual blood pigment 
and some atrophy or scarring as a result of old lesions. This complication may 
be attributed to the marked reduction in the platelets, with a secondary purpura 
haemorrhagica which gave rise to the purpuric lesions. I have not previously seen 
such a widespread cutaneous involvement as this patient shows in connection with 
Gaucher’s disease. The lesions of the skin seem to indicate capillary toxicosis 
rather than purpura haemorrhagica. I say this because they seem to be more 
telangiectatic than purpuric. 

Dr. CHarLes WoLF: The purpura-like eruption, I feel, is part of the patient’s 
systemic disease. Lichen planus can be ruled out. 

Dr. GreorGE J. SPINNER: I do not think that lichen planus can be ruled out 
entirely. On the right wrist there are definite papules of lichen planus. 

Dr. CHARLES LERNER: It seems to me that, if the condition were lichen planus, 
there would be a considerable amount of pigmentation in the lesions, in view of 
their duration. Furthermore, the lesions are too bright and purpuric, and they 
maintain, even on considerable pressure, the same intensity of color. This picture 
resembles more closely one due to a blood dyscrasia. I do think that this patient's 
cutaneous condition is related to Gaucher’s disease. 

Dr. ADoLPH ROSTENBERG JR.: I apologize for the inadequate degree to which 
the case was worked up, because the patient came under my observation only a 
few days ago. This eruption appeared one year ago and was diagnosed as pityriasis 
rosea. It has been present ever since. The patient states that it changes in appear- 
ance at various times. I do not know whether or not there is any connection 
between Gaucher’s disease and the present eruption. 


Pemphigus Limited to the Oral Mucosa. Presented by Dr. H. B. Femer, 
D. W., a man aged 62, a pharmacist, has had a bullous eruption limited to 


the oral cavity and larynx since January 1936. 

The patient presents ruptured bullous lesions over the mucous membranes of 
both cheeks, the larynx, the gums, the lower lip and the nose. The membrane 
of the oral cavity is swollen, and the ruptured bullae show superficial irregular 
ulcerations with loose fringes. The patient complains of burning, pain and bleeding 
of the lower lip. 

The patient has received 15 Gm. of germanin in 20 injections. There was 
improvement following this treatment; some of the lesions cleared up entirely. 
There was no improvement after 35 injections of sodium arsenate. In conjunction 
with the sodium arsenate, the patient also received a few injections of moccasin 
venom, from which no benefit appeared. The patient is now receiving another 
course of germanin, from which he shows no improvement. 

The Wassermann reaction of the blood was negative. The blood count was 
normal. The phytotoxic index of the blood serum was high. 





Pau Gross, M.D., President 
_Jan, 28, 1937 


Henry Sitver, M.D., Secretary 


Actinomycosis of the Chest. Presented by Dr. ArtHuR SAYER. 


A. R., a man aged 35, married, born in the United States, was admitted to the 
Morrisania City Hospital on March 13, 1936, because of pain in the right side of 
the chest, a persistent cough and recent loss of weight. He stated that the symp- 
toms began about four months previously and that they became progressively 
worse, so that he was not able to work for the last month. He also noticed a 
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elling on the right side of the chest, which commenced about ten days before 
mission to the hospital and which was rapidly increasing in size. 
[here was a large swelling of the right side of the chest between the third 
and the sixth rib in the anterolateral region; the overlying skin showed no redness. 
he breath sounds over the upper and middle lobes of the right lung were dimin- 
hed, but no rales were heard. On March 24, 1936, the swelling was aspirated, 
ind the pus obtained was inoculated into guinea-pigs and also used for cultural 


studies. 

The smears showed a small number of faintly staining filaments in clusters. 
Two organisms were isolated from cultures. The first was a small gram-negative 
aerobic and facultative anaerobic, nonmotile coccobacillus, which was grown after 
incubation at 37 C. There was no growth in cultures at room temperature. This 
coccobacillus was described by Klinger (Centralbl. f. Bact. 62:186, 1912) and by 
Colebrook (Brit. J. Exper. Path. 1:197 [Aug.] 1920) as Actinobacillus actino- 
mycetem-comitans. The second was Actinomyces, a branching gram-positive ana- 
erobic organism growing very slowly at 37 C. on ordinary mediums. It did not 
crow at room temperature. 

Roentgenograms of the chest taken soon after the patient's admission showed 
an extensive infiltration in the upper lobe of the right lung, with fibrosis and 
calcification in the apical region. In the upper lobe of the left lung, in the infra- 
clavicular region, there was a ‘mottled infiltration, which was apparently more 
recent than that on the right side. There was also a haziness of the lateral aspect 
of the middle third of the right side of the chest, which was suggestive of involve- 
ment of the soft tissues, rather than of the lung. The Wassermann and Kahn 
tests of the blood gave negative results. A complete blood count showed 100 per 
cent hemoglobin, 5,000,000 red cells and 8,000 white cells, with 75 per cent poly- 
morphonuclears and 25 per cent lymphocytes. The examination of the urine gave 
negative results. 

The patient received large doses of potassium iodide by mouth and roentgen 
treatment (600 roentgens) to two areas of the right side of the chest. He remained 
in the hospital until April 22, 1936, and disappeared from observation against the 
advice of the physicians. His condition had not improved when he left the hos- 
pital. A check-up disclosed that he was admitted to another hospital on Sept. 8, 
1936, and remained there until Sept. 16, 1936. The roentgenologic and bacteriologic 
observations were identical with those made at the Morrisania City Hospital. 
The therapy instituted resulted in only slight improvement. 

The patient was readmitted to the Morrisania City Hospital on Jan. 18, 1937. 
He now complains of a productive cough, chiefly in the morning, and he expells 
about one-half cupful of thick sputum daily. He also complains of night sweats, 
increasing weakness, loss of weight and poor appetite. The sinuses on the right 
side of the chest are still discharging a considerable amount of grayish and yellow- 
ish purulent material. The temperature has fluctuated between 98.6 and 100.6 F. 
during the past two weeks. The pulse rate has varied between 100 and 120 per 
minute. Examination of the sputum for tubercle bacilli gave negative results, 
and cultures on several occasions showed no actinomycetes. 


DISCUSSION 

Dr. CHARLES LERNER: Because of the serious prognosis, it is more important 
to determine whether the patient has actinomycosis of the lungs than it is to rule 
out an infection with acid-fast bacilli. 

Dr. ArtHUR SAYER: Although he is a cement worker, the patient was once 
occupied in handling hay, and he may have been infected at that time. I am pre- 
senting this man because actinomycosis is rather rare in New York. Also actino- 
mycosis of the chest is less frequent than actinomycosis of the jaw. This is proved 
to be a case of actinomycosis, since the necessary cultural studies have shown the 
presence of actinomycetes in the discharge from the sinuses of the thoracic wall. 
Thus far the cultures of the sputum have shown no actinomycetes. 
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Chronic Discoid and Lichenoid Dermatitis. Presented by Dr. Marion Bp. 


SULZBERGER. 





A. B., a man aged 42, complains of a severely pruritic, therapeutically intractable 
generalized cutaneous eruption of fourteen months’ duration. The generalized 
dermatosis was preceded by an eruption on the feet and between the toes. The 
patient has been treated by several dermatologists of this city and has been con- 
fined several times at the Sydenham and at the Mount Sinai Hospital. 

The diagnoses entertained at various times included eczema, scabies, lichen 
planus, tinea, a prefungoid stage of mycosis fungoides and lymphoblastoma;: no 
histologic, hematologic or other evidence could be adduced to substantiate any of 
these diagnoses. The case was described as one of nine cases of a certain peculiar 
and characteristic type of discoid and lichenoid dermatitis by Dr. W. Garbe and 
me (ArcH. Dermat. & Sypu., this issue, page 247). 

The present excellent response occurred with therapy which included salt-poor 
diet, the use of a special salt mixture, administration of an iso-ionic mixture of 
calcium, potassium and magnesium salts by mouth and local applications of anti- 
pruritic lotions and baths, the former containing cinnabar and ethylaminobenzoate 
U.S.P. In another casé of this type similar improvement followed the same 
measures. 

The improvement has occurred in this case since Oct. 24, 1936, when the patient 
presented a most severe generalized and exceedingly pruritic eruption. Further 
details of cases of this condition and the pertinent literature will be found in the 
previously mentioned article. This case is presented to emphasize the differences 
in course and response to therapy between this condition and the prefungoid stage 
of mycosis fungoides, lymphoblastoma, lichen planus or any of the conditions 
usually considered a likely diagnosis. 






















Presented by Dr. Marton B. 





Chronic Discoid and Lichenoid Dermatitis. 
SULZBERGER. 


H. W., a man aged 27, under the care of Dr. R. Baer, born in Poland but a 
resident of the United States for the past sixteen years, states that his father had 
asthma; otherwise the family history is irrelevant. The patient had a deep bilat- 
eral pelvic thrombophlebitis in August 1936. A tonsillectomy was performed in 
December 1936. An eruption appeared twelve months ago, accompanied with 
itching in the genital region, for which the patient received an ointment containing 
ammoniated mercury. A rash developed and spread to the hands, the shoulders 
and the legs. The patient was first treated at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. Because of the serious- 
ness of his condition he had to be hospitalized and was admitted to the Bronx 
Hospital. He was discharged three weeks later, in greatly improved condition. 
He went home, and several hours afterward a widespread vesicular eruption broke 
out, which necessitated a readmission to the Bronx Hospital; the eruption cleared 
up after another three weeks’ stay. The patient returned home and again had a 
recurrence. Fourteen days later he was admitted to the Montefiore Hospital for 
Chronic Diseases with an oozing, crusted dermatitis, which involved almost the 
entire body. Physical examination at that time revealed markedly enlarged ingui- 
nal lymph nodes and a brownish pigmentation of the .entire skin. 

At the Montefiore Hospital for Chronic Diseases the dermatosis cleared up, 
but there were frequent, though usually slight, recurrences of the eruption on the 
shoulders and the inner aspects of the thighs. The recurrences were most severe 
when the patient went home for a few hours; they were less severe but marked 
when he went somewhere else in the city, and they were slight while he stayed at 
the hospital. Since September 1936 he has had almost daily «urticarial eruptions, 
which usually appeared during the afternoon. For the past three months he has 
had an exudative dermatitis of the glans penis, which has not responded to local 
therapy; this part is slowly improving under roentgen treatments. He has also 
been treated with hyperpyrexia and injections of calcium gluconate. 
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The gastric analysis showed normal acidity. A test with oidiomycin in a 

ution of 1:100 gave a 3 plus reaction. The test with trichophytin in a dilution 

1:100 gave a negative reaction. Patch tests, including those with samples of 
dust from the patient’s home, gave negative reactions except with solution of for- 
maldehyde, solution of potassium arsenate U. S. P. and nickel sulfate. Scratch 
tests gave many indefinite reactions to food, inhalants and samples of dust from 
the patient’s home. The basal metabolic rate was +9.16 per cent. The blood 
count was normal except for eosinophilia, the eosinophil count being 16 per cent. 
Histologic examination of a lymph gland showed hyperplasia. There was no evi- 
dence of lymphoblastoma. 

DISCUSSION 

Dr. SAMUEL FELDMAN: I saw the first patient during his first attack, when 
he presented eczema of acute exudative type. He soon disappeared from my 
observation, and I later learned that he had been admitted to the Mount Sinai 
Hospital, where his condition completely cleared, but that it recurred immediately 
after he returned to his home. I had a similar experience in the Morrisania City 
Hospital with a patient who had repeated attacks for three years. It appears that 
there is something in the environment at home to which the patient is sensitive 
and which causes the recurrence. 

Dr. SAMUEL M. Peck: Dr. Sulzberger deserves credit for focusing attention 
on this condition. Just like generalized neurodermatitis, it clears up in the hos- 
pital, only to recur on returning home. However, the cause is apparently not the 
same in the two conditions. An important point of difference is the development 
of the tumor-like formations, which are especially prone to be found near the 
nipples, on the side of the body, in the umbilical region and even on the penis. 
These lesions are nothing more than eczema, with marked inflammation in the 
deeper layer of the cutis. Manifestations which are more urticarial may appear 
early or late in the disease. This gives a clue to the whole process, which is 
certainly hematogenous and begins around the blood vessels deep in the corium. 

Another clinical feature is the associated marked pigmentation, which has 


nothing to do with the therapy. Some of these patients become almost negroid. 
This is due to the existing stimulus to the formation of pigment and to a state 


’ 


resembling “incontinentia pigmenti,” that is, one in which the patient is unable to 
cast off the pigment with the scales. A patient with this condition does not give 
sufficient response to allergic tests. Owing to the fact that the condition recurs 
so promptly on exposure to the environment at home, my associates and I made 
the following experiment: After two such patients had been in the hospital for 
some time, we had them bring their clothes piecemeal from home. They were 
allowed to wear these clothes in the hospital, first the collar, shirt and trousers, 
then the coat and finally the whole suit. One of the patients had a mild recur- 
rence during this experiment. Dust was then gathered from the home of the 
patients with a vacuum cleaner, and extracts were made, to which markedly posi- 
tive reactions were obtained. It is planned to desensitize the patients with this 
extract. 

Dr. Davin L. SATENSTEIN: In several patients with this condition I have fol- 
lowed the progress of the pigmentation, and it resembles that of lichen planus. It 
is well to call attention to the fact that generalized adenopathy occasionally devel- 
ops. A mistake that is commonly made in treating this disease is to neglect the 
general status of the patient. It is important that the patients get a proper amount 
of rest. It is immaterial what one uses externally, as long as care is taken of the 
general condition of the patient. A salt-free diet at home as well as in the hos- 
pital is of help. The underlying pathologic picture is that of urticaria. 

Dr. ADOLPH ROSTENBERG: I observed both these patients at the onset, and 
they then presented an entirely different picture; the younger man had an acute 
dermatitis, whereas the other patient had a patchy form of dry eczema. The 
similarity in the two cases was that the condition would clear up in the hospital 
and would recur as soon as the patient returned to his home. The deep pigmen- 
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tation in one patient was most unusual; the skin in a number of areas was almosi 
black. I suspect an endocrine background here and feel that a correct conception 
of the disease is still remote. 


Dr. FRANK E. Cross: I agree with Dr. Satenstein that the condition does not 
represent a pure dermatitis of external origin. I feel that attention should be paid 
to the gastro-intestinal tract and the nervous and circulatory systems. One should 
look for and remove external irritants and also all foci of infection. 

Dr. CHARLES A, GREENHOUSE: The first patient was seen by me in the early 
stages of the disease. He presented at that time an eruption which was poly- 
morphous. Some of the lesions, particularly on the penis, simulated lichen planus, 
while on the body were discoid patches of eczema, with other lesions that looked 
like ids. The disease was considered an allergic dermatitis, and the patient was 
put on an elimination diet. Is it not therefore possible that the peculiar pigmentary 
changes can be explained by a deficiency in vitamins such as is seen in pellagra, 
for example? I feel certain that a deficiency in vitamins plays an important role 
and that the patient should be studied from that standpoint. 


Dr. Paut Gross: I have discussed these cases with Dr. Sulzberger on pre- 
vious occasions. The feature that interests me in tonight's presentation is the 
history of one patient, whose condition started with what seemed to be a contact 
dermatitis. I have had the same experience with two of my patients and believe 
that it is an important feature. It is possible that simple contact dermatitis may 
become a generalized eczema of the type that Dr. Sulzberger describes and con- 
tinue as such, nothwithstanding the fact that the original cause has been removed. 
Whether multiple sensitization to chemical and physical agents or a pathologic 
condition of the skin as a whole, which lies outside the field of allergy, is respon- 
sible, will have to be decided. Extensive medical examinations do not reveal any 
internal disturbances which could be held responsible for this eruption. I fully 
agree with Dr. Sulzberger that the condition is a disease entity with definite 
clinical characteristics, lack of diagnostic signs and poor response to the usual 
therapy. 


Dr. Marton B. SULZBERGER: It is unnecessary to say much more about these 
cases now, because the article that Dr. Garbe and I have written on the subject 
is now in press. 

There seem to be many fairly characteristic features presented by this derma- 
tosis of unknown etiology. Are these peculiarities sufficiently constant and char- 
acteristic to lead to considering this condition a separate dermatologic entity? 
The personal and the family history, the manifestations, the course, the morpho- 
logic picture, both clinical and histologic, the symptoms, the results of investigations 
in the laboratory and of cutaneous tests and the responses to therapy seem to me 
essentially different from those in urticaria, prurigo, ordinary “eczema,” contact 
dermatitis, atopic dermatitis, leukocytic dyscrasia, mycosis fungoides or any other 
accurately described dermatologic entity. The eruption is of a peculiar type and 
well worth further study. Perhaps it will eventually be possible to establish it 
as a separate and distinct unit to be differentiated from other eczematoid eruptions. 

Dr. Peck’s idea for studying these cases is one of the best. Dr. Baer and I 
had intended to bring the domestic environment piecemeal to the hospital, to see 
if any one article or combination of articles was responsible for the environmental 
flare-ups. 


A Case for Diagnosis. (Heloderma? Naevus Verrucosus?) Presented by 
Dr. CHARLES LERNER. 


J. W., a laborer aged 37, presents over the right ring finger a dumb-bell-shaped 
lesion with the head of the dumb-bell over the metacarpophalangeal joint and the 
body over the first interphalangeal joint. The entire lesion is about 2% inches 
(6.3 cm.) in length and about 34 inch (1.9 cm.) in width, except at the region 
corresponding to the bar of the dumb-bell, which is much narrower. 
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[he lesion is sharply marginated, of a dull reddish brown color and somewhat 
urated and verrucous. A few small fissures are scattered over the lesion. The 
tient has received extensive antisyphilitic treatment at the venereal clinic of the 

lepartment of health and is still under treatment. The Wassermann reaction of 
blood has been negative for some time. 

[he report of the histologic examination showed hyperkeratosis and more or 
less regular acanthosis. The moderate inflammatory reaction and the dilatation 
f the papillary vessels of the upper portion of the cutis that were observed are 
suggestive of an inflammatory process rather than a nevus. 


DISCUSSION 

Dr. CHARLES LERNER: Heloderma, derived from the Greek word helos, mean- 
ing corn, was first described, I believe, by VO6rner in 1911 and subsequently by 
Gans. It is a corn or wartlike growth usually occurring on the dorsal surfaces of 
the fingers and toes, especially around the nails. It may be confounded with 
senile or some other form of keratosis. It has no relationship to exposure to sun- 
light. The comparatively short duration of the condition tends to break down 
the diagnosis of hyperplastic epithelial nevus; the report of the histologic exami- 
nation was heloderma. 

Dr. EuGeNne F. Kettey: Will Dr. Satenstein or Dr. Sachs please describe the 
histologic picture of heloderma? 

Dr. WiLBert SAcus: I have examined the histologic slide. There were a 
regular acanthosis and a marked hyperkeratosis, which was localized; the epidermis 
beneath this zone was thinned. The picture may fit in with that of heloderma, 
according to cases I have observed. 

At present there is a patient at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital who has a verrucous lesion around 
the nail of the big toe. The lesion has been removed with wide excision on several 
occasions but always recurs. On the last occasion it was excised right down to 
the bone. 

Dr. SAMUEL M. Peck: Such lesions have a marked tendency to recur. This 
is especially true when they are situated around the nails. One of my patients 
had many such lesions around the finger-nails; under roentgen radiation they 
disappeared, only to recur a few months later. 


Multiple Idiopathic Hemorrhagic Sarcoma (Kaposi). Presented by Dr. 
Marion B. SULZBERGER. 


Mrs. L. R., aged 48, born in Palestine, an operator of a neckwear machine, 
states that her ailment began sixteen years ago with lesions on the distal part of 
the right leg and foot. Six months later a swelling developed arourtl the ankle. 
Since then the disease has progressed and involved symmetrically both lower 
extremities, the arms and the trunk. In 1936 a lesion in the left tonsillar region 
was observed. There was marked lymphedema of the extremities and later of 
the pubic region. 

The patient has been under medical care for eleven years. She was treated at 
the Mount Sinai Hospital in 1931 and at the Beth Israel Hospital in 1931, 1935 
and 1936. In addition, she has been treated as an ambulatory patient at the 
Memorial Hospital, the welfare Cancer Hospital and the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital and by several 
private physicians. She is now at the Montefiore Hospital for Chronic Diseases. 

Therapy included extensive roentgen and radium treatment, sodium thiosulfate, 
sodium iodide, arsenic, calcium gluconate, autohemotherapy, hyperpyrexia and 
injections for obliteration of veins. 

The examination revealed the typical picture of a far advanced state of Kaposi's 
sarcoma. The physical examination gave essentially negative results, except for 
a slight enlargement of the liver and lymphadenopathy of the left axilla. The 
patient suffered from hypertension; the blood pressure was 225 systolic and 95 
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diastolic. Roentgenograms of the chest and pelvis showed nothing abnormal. The 
examination of the blood showed 75 per cent hemoglobin, 3,000,000 red cells and 
12,600 white cells. The differential count showed 65 per cent segmented forms, 
31 per cent lymphocytes, 2 per cent eosinophils, 1 per cent basophils and 1 per 
cent monocytes. 

DISCUSSION 

Dr. CHARLES LERNER: This patient was under my care at the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital about ten or 
eleven years ago, and I treated her at the time with roentgen rays, in the hope 
of arresting the disease. For several years thereafter she showed definite 
improvement. 

Dr. Davin L. SATENSTEIN: I have seen many cases of Kaposi’s sarcoma 
and observed the results with various methods of treatment. Roentgen treatment 
for the generalized type of the disease is useless; such large amounts of roentgen 
rays are required that they would kill the patient before the disease could be 
conquered. For isolated lesions the treatment is of value. This disease is on 
the borderline of malignancy. It is a condition which requires systemic treatment. 
Arsenic is of much benefit. 

Dr. Avo-tpH RosTENBERG: This case is the first that I have observed in a 
woman. It is worth stressing the unusual occurence of the disease in females. 

Dr. Davin L. SATENSTEIN: This disease is more common in males, but I 
have observed a few cases in females. The disease is seen in Italians but is more 
common among Jews. 

Dr. Marion B. SuLzBerGer: I thought it might interest the members to 
observe a case in which the disease is of such long duration, having persisted for 
from eighteen to twenty years. I fear that the patient will soon succumb to the 
disease. This is the second patient with extensive involvement that I have had 
under observation at the Montefiore Hospital for Chronic Diseases in the last 
four years. At autopsy the first presented multiple sarcomas of the Kaposi type 
in nearly all the viscera. The question of the incidence in males and females has 
been raised. In the last compilation I saw, it was stated that the incidence in 
males was six times that in females. 


Neurofibromatosis (Recklinghausen’s Disease) with Tumors of the Brain. 
Presented by Dr. SAMUEL FELDMAN. 


This patient, a salesman aged 30, was admitted to the Morrisania City Hospital 
about six months ago. At the age of 16 he noticed an impairment of hearing in 
the left ear, which gradually became worse. Four vears ago hearing on the right 
side became affected. At that time he also noticed that the right eye began to 
protrude and there developed hoarseness and difficulty in walking. For the past 
few years he has had severe headaches which were not localized. A biopsy made 
at the Mayo Clinic a few years ago resulted in a diagnosis of Recklinghausen’s 
disease. During the past few months the patient has complained of incontinence 
of the urine. The family history revealed that one uncle and the father had several 
nodules on the body. The uncle was also partially deaf. 

The patient has marked exophthalmos in the left eve. The intra-ocular tension 
is normal. The left palpebral fissure is wider than the right. The right optic bulb 
shows papilledema; the left is somewhat pale. There are a hard nodule over the 
left eyelid and a softer one over the right. There are several soft nodules on 
the back; one of them is distinctly herniated. There is a small yellowish brown 
spot in the middle of the back. Most cranial nerves on the right side are involved, 
resulting in motor and trophic disturbances such as paraplegia and atrophy of the 
muscle. The deep reflexes are not disturbed. There is involvement of the cauda 
equina. 

Roentgenograms revealed calcification of the choroid plexus and narrowing 
of the right ventricle and its dislodgment to the left, indicating the presence of 2 
neoplasm on the right side. 
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Neurofibromatosis (Recklinghausen’s Disease) with Pigmented Nevus. 
Presented by Dr. ARTHUR SAYER. 


Rk. A. a woman aged 40, born in Russia, appeared at the Morrisania City 
Hospital in December 1936 presenting numerous growths and pigmented spots 
scattered over the entire body. The lesions have persisted for the past ten years. 

[wo types of lesions are observed: First, there are numerous elevated tumors, 
varying in size from .25 to 2 cm. in diameter and distributed mainly over the face 
and trunk. Some of these lesions present soft dome-shaped elevations which can be 
compressed into hernia-like rings beneath the skin. The great majority of the 
lesions, however, are firm and shotty. Some of the larger lesions are pedunculated. 
The second group consists of numerous brownish and yellowish macules inter- 
spersed between the tumors. The great majority of these pigmented macules are 
closely aggregated and are located mainly on the anterior and posterior aspects 
of the trunk. A large number of these lesions resemble lentigines. There are a 
dozen or more larger yellowish brown spots scattered over the trunk and the lower 
extremities. 

There is one large pigmented area which extends from the region of the 
umbilicus down the entire right side of the abdomen, on to the lower third of the 
right thigh and laterally almost to the intergluteal cleft 

For the past year the patient has complained of loss of power in the hands, but 
otherwise she has had no subjective symptoms. She states that a few of the larger 
tumors were removed in 1930 at another hospital, and there were no recurrences 
of the growths at the sites. 

The Wassermann and Kahn reactions of the blood were negative. A complete 
blood count showed 80 per cent hemoglobin, 4,350,000 red cells and 8,800 white 
cells, with 64 per cent polymorphonuclear cells and 36 per cent lymphocytes. The 
examination of the urine gave negative results. A roentgenogram of the skull 
showed no abnormalities. The sella turcica was normal in size and shape. There 
was no destruction of the floor or of the clinoid processes of the sella. The basal 
metabolism was reported as +16 per cent. 

The physical examination gave normal results: the blood pressure was 120 
systolic and 70 diastolic. 


Lichen Planus of the Lips, Simulating Cheilitis. Presented by Dr. Marion 
B. SULZBERGER, 


L. B., a woman aged 26, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. The lesions on the lips 
appeared two and one-half years ago following a severe sunburn. At the beginning 
the lips were swollen and scaly, and there was itching and burning. After the 
acute inflammation subsided there remained lesions which were papular. These 
coalesced to form larger plaques and involved the mucous membrane of the lips 
and the adjoining cutis. The lesions persisted with remissions and exacerbations, 
but at no time were the lips entirely clear. The patient feels much worse in the 
summer, when she is exposed to the sun. 

There are faint papular white lesions on the inner side of the right cheek, 
posteriorly presenting a slightly meshlike appearance. Last summer there appeared 
on the right cheek an erythematous scaly patch the size of a 25 cent piece, which 
persisted for several months. The lesion disappeared after the patient discontinued 
taking midol. Patch tests with cosmetics and drugs gave negative results. 

The report of the first histologic examination showed the epidermis to be 
markedly and irregularly acanthotic. In parts there was parakeratosis; in other 
parts one could determine a granular layer. The vessels of the upper part of the 
cutis were moderately dilated, and there was a diffuse cellular infiltrate composed 
of small round cells, occasional plasma cells, some wandering connective tissue 
cells and numerous fibroblasts. There was an interstitial and parenchymatous 
edema of the cutis. 

The report of the histologic examination made several weeks later showed the 
epidermis to be irregularly acanthotic. In part the granular layer was thickened, 
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and in part it had been torn away. The upper portion of the cutis was filled with 
a marked diffuse cellular infiltrate, the-lower margin of which was fairly well 
defined. The basal layer of the epidermis was disorganized in places. The vessels 
of the upper part of the cutis were moderately dilated, and the infiltrate was com- 
posed of small round cells, wandering connective tissue cells and some plasma 
cells. The histologic diagnosis was lichen planus. 












DISCUSSION 





Dr. FRANK E, Cross: I have observed a number of cases of lichen planus of 
the lips but none of this type. I believe that lichen planus extending beyond the 
vermilion border. is unusual. 

Dr. Marion B. SuLzBercer: Dr. C. R. Rein is to be given credit for first 
making the clinical diagnosis of lichen planus, and for about three weeks the 
patient has been receiving injections of mercuric salicylarsenate. There seems 
to be some improvement since the institution of this treatment. 














Lupus Erythematosus of the Face and Boeck’s Sarcoid of the Arms. Pre- 
sented by Dr. Lours CHARGIN. 


E. K., a girl aged 16, a student, first noted an eruption on the right cheek 
about four and one-half years ago. Some time thereafter lesions appeared on the 
left cheek, on the nose and on both arms. Before admission to the clinic of the 
Mount Sinai Hospital the patient had received some private care, consisting chiefly 
of external applications of lotions and salves and a small amount of ultraviolet 
radiation from a water-cooled mercury-vapor quartz lamp. 

When first observed, the lesions on the cheeks and nose presented the typical 
changes of lupus erythematosus, with more or less hyperkeratosis, scaling, atrophy 
and telangiectasia. However, there was a rather remarkable infiltration in the 
lesions of the cheek, extending directly from the cutaneous lesions deeply into 
the subjacent tissues. On the upper, outer aspects of both arms were several 
firm, deep, circumscribed, infiltrated lesions the size of a hazelnut; most of these 
showed no visible cutaneous alteration, but in two the overlying skin was reddish. 

Since the first observation some changes have occurred, notably the gradual 
disappearance of the deep infiltration beneath the lesions of the cheeks and a 
diminution, questionable in amount, in the infiltration of the lesions of the arm. 
Also there has appeared about the old lesions of lupus erythematosus on each cheek 
a moderately elevated but distinctly infiltrated ring, definitely separated from the 
latter by a zone of normal skin; the surfaces of these rings have a faint lilac hue. 

A section of the skin was removed from a lesion on the arm and another from 
one on the face, including the subjacent infiltrate, on Feb. 28, 1936. Histologic 
examination of the lesion from the left arm showed the following results: The 
epidermis was normal except for some hyperkeratosis. The main changes were 
in the middle and lower portions of the cutis and consisted of large masses of 
epithelioid cells around the blood vessels. These changes were characteristic of 
Boeck’s sarcoid. The section from the lesion on the face showed some hyper- 
keratosis, general as well as follicular. Right below the epidermis, there was a 
moderate amount of inflammation, with dilated vessels. The epidermis itself 
showed flattening of the papillary body and some tendency to atrophy. The main 
inflammatory reaction was in the middle and lower portions of the cutis, with 
masses of epithelioid cells, leukocytes, fibroblasts and eosinophils. The epithelioid 
cells predominated. In places there was beginning necrosis. Most of the elastic 

; tissue was either missing or fragmented. The impression from the histologic 
examination was of lupus erythematosus of the face, with underlying sarcoid of 
Boeck. On the arm Boeck’s sarcoid was deeper than that usually found. 

The patient received a course of twelve intramuscular injections of bismuth sub- 
salicylate. For the past six months she has received intradermal injections of 
old tuberculin, the dose starting with a diiution of 1: 1,000,000 and increasing to 
one of 1: 1,000; she has received a total of eighteen injections. There has been 
no improvement. 
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Roentgenograms of the chest and the hands showed no abnormality. Roent- 
jograms of the arms showed no deposits of calcium. 
DISCUSSION 
Dr. SAMUEL M. Peck: I disagree with Dr. Chargin in his evaluation of the 
therapeutic results in this patient. I think that the infiltrated lesions certainly 
have improved during the period of observation. It was of interest to note that the 
reaction to the tuberculin test, which had been negative, became positive during the 
treatment with tuberculin. 

Dr. WILLIAM LEIFER (by invitation): Four months ago treatment with tuber- 
culin in gradually increasing doses was instituted. It is my opinion that the deep 
lesion on the face has diminished considerably. In fact, it has almost disappeared. 
The same holds true in respect to the sarcoid on the arms. 

Dr. Harry Ket (by invitation): Will Dr. Peck please give us a more detailed 
report of the pathologic observations ? 

Dr. SAMUEL M. Peck: The lesions on the arms were histologically typical 
of sarcoid of Boeck. The histologic picture of the lesion of the face resembles that 
of lupus erythematosus, except that it showed a peculiar type of granulation around 
the blood vessels, which might be reminiscent of a Spiegler-Fendt sarcoid. 

Dr. Lours CHaArRGIN: I still maintain that there has been no improvement in 
the condition of this patient. Perhaps there is a slight involution of the infiltra- 
tion on the cheeks, but certainly it is not the result of the therapy administered. 
The condition is progressing from the superficial type of lupus erythematosus, 
without the slightest trace of atrophy, to the fixed variety of lupus erythematosus, 
with the usual atrophy and with the other characteristics of the disease. 


A Case for Diagnosis (Pseudopelade of Brocq?). Presented by Dr. Henry 

SILVER. : 

Mrs. B. M., a housewife aged 45, states that about seven years ago she suffered 
from an eruption on the scalp. Six months later the areas involved became bald. 
She appeared at the clinic of the Mount Sinai Hospital in July 1936. 

The scalp shows numerous patches devoid of hair, white, glistening and atrophic. 
There are no signs of an inflammatory process in the involved atrophic spots or 
in the vicinity. The patches vary in size from that of a nail of the little finger 
to that of a 25 cent piece. They are isolated, sharply circumscribed and round, 
oval or confluent, forming larger patches with irregular borders. Most of the 
patches are in the middle part of the scalp. The history of the pustular lesions 
preceding the baldness and atrophy, the subsequent appearance of occasional 
pustules and the marked itching suggest the possibility of folliculitis decalvans. 

The examination of the blood showed 84 per cent hemoglobin and a cholesterol 
content of 320 mg. per hundred cubic centimeters. The basal metabolic rate was 
+15 per cent in July 1936, and —5 per cent on Oct. 31, 1936. The Wassermann 
reaction of the blood was negative. 


DISCUSSION 


Dr. SAMUEL FELDMAN: A patient who failed to appear tonight had had red 
bald patches, on the border of which were a number of smaller pustules. These 
cleared up in a few weeks after an application of an ointment containing 5 per 
cent ammoniated mercury. At present there are bald patches with slightly 
depressed centers, which are indistinguishable from pseudopelade. Possibly in 
many cases pseudopelade has similar beginnings. 


Dr. Henry SILverR: No one would hesitate to diagnose the condition presented 
here as pseudopelade of Brocq. It is difficult, however, to disregard my patient’s 
statement of preceding inflammatory changes or Dr. Feldman’s observation of 
pustular lesions on the scalp of his patient. It seems that the question whether 
pseudopelade is a disease per se or a variety of folliculitis decalvans of Quinquaud 
is still unsettled, in spite of the controversy that has engaged many dermatologists. 
P. Photinos, in a recent excellent monograph on pseudopelade, said that in his 
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opinion the disease is a clinical and histologic entity caused by an unknown microje 
(Photinos, P.: La pseudo-pelade de Brocq, Travail de la laboratoire du Dr. 
Sabouraud, Hospital Saint-Louis, Paris, 1930). 

The name pseudopelade is somewhat misleading. The condition is primarily an 
atrophy and may well be considered a macular atrophy of the scalp. 


Congenital Syphilis. Presented by Dr. THEoporE ROSENTHAL. 


W. M., a man aged 37, born in the United States, was well until about one 
year ago, when his eyesight began to fail. A specimen of blood taken for a 
Wassermann test at that time in the Herman Knapp Memorial Eye Hospital gave 
a positive reaction. The patient’s father died at the age of 67, of heart disease. 
The mother is alive and has received antisyphilitic treatment. 

The physical examination shows a fairly well developed man with a domed 
forehead and a receding nasomaxillary skull. There is a distinct, though very 
narrow glistening white band extending around both lips, directly adjacent to the 
vermilion border (Hochsinger sign). There is an extensive bilateral interstitial 
keratitis. The teeth are peg shaped, especially the incisors, and are widely 
separated. The palate is high and arched. 

DISCUSSION 

Dr. THEODORE ROSENTHAL: This patient was presented because he showed 
unusual signs of congenital syphilis. It is the first time that I have seen the 
Hochsinger sign; it has its application in children up to the age of 5 years. It is 
interesting to note that in this patient, who is 37 years old, interstitial keratitis 
developed only one year ago. 


Hypersensitivity to Nail Polish. Presented by Dr. Marion B. SULzpercer. 


Miss A., aged 18, states that two years ago there developed a rash under the 
arms which spread to the neck. There was considerable itching. A patch test done 
with material from a red blouse gave positive results. She has since worn other 
red dresses without a resulting dermatitis. 

On Nov. 1, 1936, the patient used a nail polish the shade of which was different 
from the colors which she had used previously. Four hours after application of 
the polish there was itching on the chin, and the next morning the face was 
swollen and the eyes closed. She recovered from the dermatitis after a week. 
About six days after onset of the acute dermatitis there appeared slight swelling 
and itching of the dorsa of the fingers about the nails, lasting one week. 

Shortly after recovery from the first attack the patient used this same polish a 
second time. Two hours later itching of the neck and eyes started. There was 
a second attack of acute dermatitis of the face. About three days later itching 
and swelling of the fingers about the nails appeared. One month after the second 
attack there was a third attack of acute dermatitis of the face immediately after 
application of the same polish. 

Patch tests with a group of dyes used in lipstick gave negative results. The 
nail polish used brought a 4 plus reaction in forty-eight hours. On the upper 
part of the right arm is the site of a patch test with the nail polish which has 
caused the dermatitis, applied nine hours before this meeting. 

DISCUSSION 

Dr. Davin L. SATENSTEIN: To what ingredient of the nail polish is the patient 
sensitive ? 

Dr. Paut Gross: Is there any chemical relation between the dye that caused 
the dress dermatitis and the substance which caused the nail polish dermatitis? 

Dr. Marion B. SULZBERGER: It is most interesting that this nail polish derma- 
titis originated on the face and eyelids and appeared only later and to a much 
slighter degree on the periungual areas. If this dermatitis had been due to a polish 


in use daily and continuously, the chronological sequence which led to the dis- 
covery of the cause would have been missing. It therefore seems possible that 
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other cases in which dermatitis is due to polishes used constantly may be escaping 
letection. I shall in the future include tests with nail polish in the investigation 
female patients with eruptions of unknown etiology on the eyelids and face. 
This is the second case of a dermatitis due to a red cosmetic which I have 
observed. I have seen cases of red dress and red lipstick dermatitis in the same 
patient. It may be the red dye of this polish that was the cause. The patient is 
ow using nail polish of a different sort without ill effects. 


Spindle Cell Sarcoma. Presented by Dr. Cuartes LERNER, 

F, S., a man aged 26, was previously presented at the meeting of the New York 
Dermatological Society on Nov. 24, 1936, by Dr. Paul E. Bechet. 

This case is presented essentially for suggestions as to therapy. Although 
treatment with 2,400 roentgens through 3 mm. of aluminum has definitely flattened 
the lesion, I still feel that there is residual activity. The lesion, because of its 
location, does not lend itself to excision; otherwise, that would have been done 
both to obtain material for biopsy and as a therapeutic measure. 

DISCUSSION 

Dr. Davip L. SATENSTEIN: The lesion has existed now for three years, and the 
patient is doing well. This is understandable, in view of the fact that spindle 
cell sarcoma is not highly malignant. Why not protect the site of the lesion 
mechanically and omit further therapy ? 

Dr. SAMUEL M. Peck: There is a possibility of recurrence after surgical 
removal. I think that this patient is entitled to implantation of radon. If done 
properly that procedure will give excellent results. 

Dr. SAMUEL FELDMAN: I fully agree with Dr. Peck. Although roentgen rays 
were not effective in this case, implants of radon may accomplish much for the 
patient. I certainly would prefer that method of treatment to excision in this case. 

Dr. CHARLES LERNER: I am contemplating heavy implantation of radon in 
the form of removable seeds. 


Granuloma Inguinale and Syphilis. Presented by Dr. Samuet FELDMAN. 

A. M., a housewife aged 24, states that a small painful papule appeared on 
the labia about three years ago. The nodule soon broke down to form an ulcer, 
which began to spread toward the perineum and upward to the pubis. The patient 
was treated for this condition in various clinics with local applications and intra- 
venous injections. She states that after medication with antimony and potassium 
tartrate she improved temporarily several times. Simultaneous with the appearance 
of the ulcerative lesion, the patient’s blood gave a 4 plus Wassermann reaction. 
She has received antisyphilitic treatment. The Frei test gave negative results 
on several occasions. 

There are several large ulcerations on the vulva and pubis. The edges are 
not raised, and the surfaces of the ulcers are granulated and moist from exudation 
of serum and blood. There are no crusts present. The lesions are tender to the 
touch. The patient complains of slight local discomfort. A search for Leishman- 
Donovan bodies proved unsuccessful. 

DISCUSSION 

Dr. Davin Btoom: I agree with the diagnosis of granuloma inguinale. Treat- 
ment with antimony and potassium tartrate should be kept up long after the lesions 
have healed, and as in syphilis, treatment should be given for a number of years. 

Dr. Frank E. Cross: In extensive cases of granuloma inguinale the granu- 
lomatous area should be cleaned out first surgically and this treatment followed by 
intravenous injections of a 1 per cent solution of antimony and potassium tartrate 
weekly or biweekly, even after the lesion has entirely healed. Most patients do 
not submit to treatment over a long enough period, and therefore relapse occurs 
in many cases. 
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A Case for Diagnosis. Presented by Dr. H. E. Miter. 


Mrs. H., aged 44, Mexican, has received antisyphilitic treatment at the clinic 
of the University of California since October 1932. The Kahn and the Kolmer 
reaction have remained 4 plus. 

She was first seen in the dermatologic clinic in June 1935, because of lesions 
on the dorsum of her hands and wrists. At first these were scaling lichenified 
areas which were moderately pruritic and showed some flat-topped papules 
suggestive of lichen planus. These lesions have become increasingly pigmented. 
Histologic examinations in September 1935 and April 1936 did not show the 
characteristics of lichen planus. There are lesions on the feet characteristic of 
dermatophytosis. 

The patient has mitral and aortic insufficiency and stenosis. She has received 
quinidine sulfate, digitalis, neoarsphenamine and bismuth. She has taken no 
arsenicals since December 1934. 

DISCUSSION 

Dr. A. E. INcets: I saw an eruption similar to this a short time ago in a 
patient who was suspected of having syphilis. A biopsy was made, and these 
sections showed changes in the vessels similar to those in the section presented, 
with a preponderance of plasma cells perivascularly. I missed the sections stained 
for elastic tissue. I should have liked to see them. 

Dr. H. E. MitiEr: This case was of interest to my co-workers and me because 
of some unusual aspects. The patient had a 4 plus Wassermann reaction, and 
the lesions developed while she was receiving intensive treatment for syphilis. We 
considered the possibilities of drug eruption, lichen planus and recurrent syphilis. 
When the biopsy was made the obliterative changes in the blood vessels and the 
scattered areas of plasma cell infiltration were more suggestive of syphilis than 
of any other condition. Clinically, the lesions do not suggest syphilis to me. 
The patient has marked pigmentation in the depths of the folds of the groins, 
as well as on the areas which the members observed. I think that one would 
have to assume that if the condition is syphilis it is a recurrent secondary erup- 
tion. Considering the long duration of her syphilitic infection, it is difficult to 
put it into that category. I agree with Dr. Ingels that microscopically the pic- 
ture looks more like syphilis than like anything else. 

Dr. E. D. Cu1pMan: Perhaps one should remember that a syphilitic rash and 
other eruptions may coexist. 


Urticaria Pigmentosa. Presented by Dr. N. N. Epstein. 


M. P., a girl aged 19 has suffered for the past year from dark brown discrete 
papules on the back of each hand, on the limbs and on the trunk. The face is not 
involved. The eruption is rather sparse in areas; it is slightly pruritic and it 
becomes reddened after being rubbed. 

Histologic examination showed a sparse cellular infiltrate beneath the epi- 
dermis, with a few cells deep in the corium. The polychrome methylene blue 
stain revealed a few mast cells. 

DISCUSSION 


Dr. N. N. Epstern: The clinical picture is clearcut. The microscopic section 
showed a rather sparse infiltration, much less than one might expect from the 
clinical appearance of the lesion. There were a sufficient number of mast cells 
present to confirm the diagnosis of urticaria pigmentosa. 
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Dermatitis Herpetiformis. Presented by Dr. Harry E. ALperson. 


N. C., a man aged 20, a college student, was presented on Jan. 24, 1935. He 
has typical dermatitis herpetiformis with lesions thickly scattered over the trunk 
and arms, behind the knees and in the flexures of the elbows. A histologic exam- 
ination made by Dr. Ingels confirmed the diagnosis. The condition has been 
present for over a year. The patient was given a course of autohemotherapy and 
ultraviolet irradiation, with the result that the lesions all disappeared within a 
few months. After he worked hard at college for a number of weeks the lesions 
reappeared. 

He had an attack of German measles, with marked adenopathy and a tem- 
perature of 99 F. The dermatitis herpetiformis promptly disappeared, but it 
returned after he resumed his hard work at college. Then the autohemotherapy and 
ultraviolet treatments seemed to have no effect. It was decided to try hyper- 
pyrexia, and the patient was admitted to the Stanford Universiy Hospitals. He 
was given a half-hour treatment, the temperature ranging between 104 and 106 F., 
every other day until he had received four. On each occasion his body tem- 
perature rose to 102.4 F. At no time did he feel any unpleasant effects. After 
the first treatment most of his lesions disappeared, and after the third he was 
practically well. 

It is realized that a complete change of environment, relief from college work 
and rest in bed had some effect. Possibly the fact that his lesions subsided was 
due to those factors alone. However, it was interesting to see how rapidly the 
lesions disappeared after the first treatment. The case was reported in the 
ArcHIVES (32:468-469 [Sept.] 1935). 

On July 18, 1935, the patient wrote from Mexico that he was still entirely 
free from lesions and felt well. On April 15, 1936, shortly after his return to 
college, he began to have typical grouped vesicular lesions here and there. He 
stated that he could keep them under control as long as he took arsenic. Appar- 
ently the fever therapy did not cure the dermatitis herpetiformis, but the arsenic 
has kept it under control. At present marked hyperkeratosis of the palms is 


developing. His skin has not become pigmented, as he is a pronounced blond. 


DISCUSSION 

Dr. H. J. TempLeton, Oakland, Calif.: As dermatitis herpetiformis is regarded 
as a toxic dermatosis although there is no clear information as to its etiology, 
I think one may consider it as possibly allergic in some instances. I have had 
two patients who definitely responded to treatment with elimination diets. I 
noticed recently a report of a similar occurrence in the literature. I do not mean 
to say that dermatitis herpetiformis is necessarily and basically an allergic dis- 
ease, but allergy may be considered as one of the possible toxic factors. 

Dr. H. E. Micier: It is of interest that the lesions are on the flexor surfaces 
in this patient. I think it is worth while to emphasize the point that Dr. Alderson 
brought out in regard to the use of such drugs as solution of potassium arsenite. 
This patient did not realize the danger, although it was explained to him. The 
results of medication may cause him more trouble in the future than his derma- 
titis herpetiformis. 

Dr. MERLIN MAYNARD, San José, Calif.: Last year Tzank emphasized the 
fact that dermatitis herpetiformis is distinctly allergic whereas pemphigus is 
degenerative. 

I should like to see this patient get large doses of vitamin D for a while. 
During the last two years I have given 40 drops of viosterol a day, with inter- 
esting results. I think that 80 drops might be given if the patient is carefully 
watched; however, because some persons are sensitive to large doses of vitamin D, 
[ have given only 40. Why this should be of benefit, I cannot say. I think that 
vitamin D is coming more and more into use and that the results are promising. 

Dr. G. V. Kutcyear: There is considerable evidence to suggest that dermatitis 
herpetiformis is due to hypersensitivity to iodides. It is not established, however, 
that dermatitis herpetiformis and pemphigus are not the same disease. 
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Dr. Harry E. Atperson: I have read reports of the use of pancreatic extract 
and raw liver for this condition. Have any of the members tried this treatment ? 

Dr. MERLIN Maynarp, San José, Calif.: I have used raw liver; and the 
patient has remained free from lesions for five years. She now eats green 
vegetables and rarely eats meats. 

Dr. Harry E. Atperson: I learned yesterday, to my surprise, that the patient 
had been taking solution of potassium arsenite steadily, in doses varying from 
3 to 10 grains (0.195 to 0.65 Gm.) daily. When he took arsenic, his skin remained 
clear. His prescription had a note on it “not to be refilled,” but apparently he 
has been able to get solution of potassium arsenite right along. 


Dermatitis Herpetiformis. Presented by Dr. H. J. TempLeton, Oakland, Calif. 


August H., aged 7 years, had a scarlatiniform eruption in August 1935, 
Shortly thereafter there was some swelling of the glands of the neck for which 
he used an ointment containing iodide, and calcium iodide. Within a few weeks 
an erythematobullous eruption appeared over the whole body. 

When I first saw him in September 1935 he was almost covered with blebs 
varying in size from that of a pea to that of an orange. At first, the diagnosis 
of bullous erythema multiforme from iodides as well as that of pemphigus vulgaris 
was considered. Later the diagnosis was changed to dermatitis herpetiformis, as a 
certain element of grouping became more apparent at times. 

The patient was hospitalized, and he was treated with water baths for many 
weeks. During his stay in the hospital he was examined throughly from the 
medical and laboratory standpoint, but nothing informative was found. 

Treatments which have been tried have included an iodine-low diet with 
chlorides, and elimination and high vitamin diets; administration of coagulin, 
iron cacodylate, tryparsamide, solution of potassium arsenite and chromium sulfate 
orally ; transfusions of parents’ whole blood intramuscularly; injection of typhoid- 
paratyphoid vaccine, and ultraviolet irradiation. 

Every type of therapy has been tried. There has been gradual improvement, 
but it is apparently unrelated to the therapy. 

Therapy has seemed to be of little value. The patient is presented especially 
for suggestions. The results of the electrolytic test of the serum and of fluid 
from blisters were negative for pemphigus and positive for Duhring’s disease. 


DISCUSSION 


Dr. H. E. Mitrer: It is difficult to believe that this child’s lesions are due to 
the same disease as those in the young man with dermatitis herpetiformis. Bowen 
in an article written thirty-five years ago called the type seen in children “bullous 
eruption of childhood.” I think this is still the best classification. 

I saw this child three years ago, and the line of the mouth was covered with 
bullae about the size of a pea. It was a bizarre picture indeed, not at all like that 
which is present today. 

It is difficult for me to believe that the condition seen in children is dermatitis 
herpetiformis. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. E. D. CurpMman. 


F. D., a schoolboy aged 12 years, has an irrelevant family and personal history. 
The eruption began two years ago and has disappeared twice; one remission 
occurred after the patient went barefooted and spent several hours daily in 
a swimming pool. The lesions cover approximately the anterior third of the 
soles and the toes, and consist of symmetrical sharply defined patches of erythema 
plus large adherent scales with some fissures. There is a small circular sharply 
defined scaly patch on the right knee. 

Treatment has consisted of ultraviolet radiation plus salicylic acid and juniper 
tar in an ointment of ammoniated mercury. 
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DISCUSSION 

Dr. Harry E. ALperson: Some of the lesions were suggestive to me of 

pical psoriasis. Of course, the child has received a good deal of treatment, 
but a small area on the extensor surface of the right foot was suggestive of this 

At one time, I understand, his lesions were thought to be dermatophy- 
is, but I do not believe that that diagnosis could be considered now. 

Dr. A. E. Incets: I think, too, that the condition is an atypical psoriasis. 

Dr. MertIN MAYNARD, San José, Calif.: I consider it a shoe dye or leather 
cure dermatitis because of the limitation of the lesion. It stops in a straight line 
at the site of the heel pad. There is absolutely no lesion above the sole of the 
shoe. The boy has worn shoes of the same make for several years. I think that 
patch tests should be made. I have a number of patients with shoe dye derma- 
titis: in some the in-sole and in some the lining was the factor causing the lesions. 
Patch tests have never failed to be positive. 

As for the lesions on the knees, one must keep in mind that boys frequently 
play marbles, and if a tendency to ichthyosis or dry skin is present, the type of 
lesions present in this child develop. I think it is hard to find a boy without 
keratotic lesions on the knees and elbows. 


Dr. E. D. CutpMAN: This boy has been previously treated for a fungous 
infection and has been seen by another dermatologist, who refused to make a 
diagnosis. Psoriasis of the soles is undoubtedly rare. The sharp outline, the 
tendency to recur and the patch on the knee as well as the appearance of the 
nails suggest psoriasis to me. 

I appreciate Dr. Maynard’s suggestion that this may be a contact dermatitis, 
although it has not been very inflammatory. However, patch tests will be made. 

Dr. G. V. KutcHar: There is an isomorphic irritant effect in psoriasis which 
Kobner described many years ago; so there may be a question of relationship 
between the two conditions. 


A Case for Diagnosis. Presented by Members of the Staff of the University 
of California Medical School. 


Mr. A. E. Z., aged 30, single, was circumcised at the age of 19 because of 
phimosis. He had no difficulty until five years ago, when he first noted pruritus 
and hardening of the skin, with loss of pigmentation, crusting and the presence of 
small blood vessels over the glans and prepuce. During this time he also had 
dysuria, hematuria and pain in the left flank. For these symptoms the patient is 
still under investigation. He states that he has had no venereal diseases and has 
received no irritative or caustic medication or roentgen therapy. 

Over the glans and corona and extending for a short distance on the under- 
surface of the prepuce the skin is atrophic and shows loss of pigmentation; the 
involved area is covered with numerous fine telangiectatic vessels and some 
thickened keratotic plaques. 

The urine contained a slight trace of albumin and a few pus cells. The 
Wassermann and the Kahn reaction of the blood were negative. A phenolsulfon- 
phthalein test showed that 87 per cent of the dye was returned. Roentgenograms 
of the kidneys, of the ureters and of the bladder showed no abnormalities. 


DISCUSSION 

Dr. L. R. Taussic: This case is of particular interest because clinically at 
the outset I felt certain that the condition was a roentgen ray dermatitis. How- 
ever, close questioning failed to reveal a history of roentgen treatment. Circum- 
cision was performed a few years ago, and there was some inflammatory condition 
of the prepuce at that time. 

Dr. G. V. Kutcuar: Clinically this resembles what has been termed balanitis 
xerotica obliterans. 


Dr. H. J. Tempreton, Oakland, Calif.: Although it has the typical appear- 
ance of roentgen atrophy, as stated by Dr. Taussig, since the patient is an intelli- 
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gent man and states that he has not received any roentgen therapy, it seems to 
me that the disease may be poikiloderma of Jacobi. I have never seen such a 
lesion on the penis, but I see no reason why it should not occur in that locality. 

Dr. N. N. Epstern: There is considerable fibrosis, which must be associated 
with some process deep in the organ. The lesion has always remained of about 
the same consistency and size. I think that it is a sclerotic process of the deeper 
tissues. 

Dr. H. E. Miter: It is difficult to decide whether the sclerotic process js 
secondary or primary. The patient had never been able to retract his prepuce 
before he was 19. I wondered whether he might have had a keloid after his 
circumcision and have received roentgen therapy for it; but he says definitely that 
he did not. I think that the condition must be considered a primary or idiopathic 
atrophy. 


Rhinoscleroma. Presented by Dr. Harry E. ALpErson. 


Mrs. B., aged 29, an American housewife, was first seen at the clinic in March 
1934. She was referred by Dr. Diederich, of Fresno, Calif. She has an enormous 
papillomatous growth on her nose and upper lip. Numerous satellite nodules and 
tumors are present. The main tumor is fairly soft, and there are several crusts. 
Nodules are present also on the hard palate and on the nasal mucous membrane. 
The left nostril is almost completely obstructed. The submaxillary and anterior 
cervical glands are enlarged and palpable. Some of the areas have ulcerated 
intermittently. The lesions were first noticed on her palate thirteen years ago. 
The lesion on the lip appeared seven years, and the nasal lesions four years, ago. 

This case will be reported in full in the ARCHIVEs. 

DISCUSSION 

Dr. Harry E. Atperson: This is the third case of this disease observed at 
the Stanford University Hospital, and the lesions are typical. Repeated attempts 
to grow the organisms in this case failed, but they are readily demonstrated in 
the tissues. There are cases in the literature in which the organisms have not 
been observed. I believe that there may be many more cases of scleroma in 
California than one realizes. This woman, who lives in the San Joaquin Valley 
region and has many Mexican neighbors, may have been exposed to some persons 
with lesions limited to the mouth. That is a possible source of infection. There 
are parts of Mexico and of Central America where the disease is quite prevalent. 


A Case for Diagnosis. Presented by Dr. Francis Torrey. 


Miss G., aged 22, was presented in November 1934, for diagnosis. At that 
time the consensus was that the condition was a tuberculid. 

The patient was admitted to the clinics of the University of California for 
treatment for gonorrhea in September 1934. She was referred to the dermatologic 
clinic in October 1934 because of an acneform eruption on her face and back. 
She stated that this had been present for several years. This eruption became 
generalized while the patient was under observation during October and Novem- 
ber 1934. 

The lesions were small painful papules and pustules. There were several 
similar lesions on the labia pudendi. Smears and cultures showed only staphylo- 
cocci. Cultures were negative for Déderlein’s bacillus. Inoculations of guinea- 
pigs gave negative results for tuberculosis. All the laboratory examinations, 
including examination of the urine for bromides and iodides, gave negative results. 
No history of ingestion of drugs could be obtained. Histologic examination showed 
a chronic inflammatory reaction. Stain for tubercle bacilli gave negative results. 

On January 2 the patient received pills containing arsenic three times a day. 

The patient gradually improved, and when she was last seen, on March 18, 
1935, her skin was almost entirely healed. 

The patient was not seen again until April 16, 1936. She now has a similar 
but more severe generalized eruption of small pustules scattered over the body 
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' numerous small ulcers on the extremities. There is moderate edema of the 
t and ankles. The patient states that this eruption has been gradually becoming 
severe in the last six months. 
fuberculin ointment was applied to a lesion on the right leg and to normal 
on the right portion of the chest. A control application was made on the 
leit side. 
DISCUSSION 
Dr. Harry E. ALperson: The positive reaction of the lesion on the lower 
rtion of the leg to which tuberculin ointment was applied is interesting. How 
old is that reaction? 
Dr. Francis Torrey: The ointment was applied eighteen hours ago. 
Dr. Harry E. ALperson: The application on the chest produced what looked 
like a reaction to tuberculin ointment. 


Dr. H. J. TemprLeton, Oakland, Calif.: Could the diagnosis of dermatitis 
nodularis necrotica be considered in this case? 

Dr. G. V. Kutcnar: I think that this case exemplifies the variations which 
a tuberculid may show. It recalls to my mind a case I reported several years ago 
in which there was, in addition, granuloma annulare. In the condition Dr. 
Templeton suggested the lesions are definitely nodular, measure about 2 cm. in 
diameter, go through a definite cycle and are usually much more inflammatory 
than those present in this case. I think that Duemling believed them to be the 
result of a streptococcic septicemia. 

Dr. N. N. Epstein: Was the pathologic picture that of a tuberculid? My 
impression was that there is a great deal more polymorphonuclear inflammatory 
reaction than is ordinarily seen in tuberculids. This condition may be a pyogenic 
infection. 

Dr. Francis TorrEY: The biopsy specimen was taken last year from a lesion 
like those which are present now and showed a chronic inflammatory reaction. 
It could not be definitely associated with a tuberculid. 

Dr. A. E. INGers: There was certainly no evidence of tuberculid in the 
sections shown tonight. 


Hemangioma. Presented by Dr. A. E. INGELs. 


This girl, aged 12 years, entered the children’s clinic of the Stanford University 
Hospitals on March 21, 1936, with the present lesions. Her general health as 
well as the general condition of members of the family is apparently normal. 
No history of exposure to tuberculosis could be obtained. There are three raised 
bluish areas about 2 cm. in diameter on the anteromedial surface of the right arm, 
a similar small lesion on the right lower quadrant of the abdomen and one lesion 
on the lateral plantar surface of the right foot. Small capillaries can be seen 
on the surface. The nose, neck, abdomen, extremities, spine, ears and eyes are 
normal. The thorax is well developed and clothed, and the lungs are clear. 
Examination showed the heart rate to be 68 per minute, the sounds of good quality, 
the blood pressure 110 systolic and 75 diastolic, the teeth in good condition and 
the reflexes normal. The tonsils have been removed. A blood count made on 
April 4 showed 5,000,000 erythrocytes and 9,000 leukocytes per cubic millimeter ; 
the hemoglobin content was 82 per cent (Sahli). The results of the differential 
count were as follows: polymorphonuclear neutrophils, 36 per cent; lymphocytes, 
57 per cent; large mononuclears, 7 per cent. The color index was 0.82. The 
red blood cells showed slight anisocytosis, and a few poikilocytes were present. 
On April 10 the coagulation time was two minutes and the bleeding time one- 
half minute. A serologic examination gave negative results. The patient has 
never been allergic or hypersensitive to foods or to external irritants. A biopsy 
was made on April 16. Frozen section stained with hematoxylin and eosin, 
the Van Gieson stain and an elastic tissue stain dte presented. 

The diagnosis is cavernous hemangioma. 
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DISCUSSION 

Dr. N. N. Epstern: I think the lesions are multiple hemangiomas. 

Dr. L. R. Taussic: I consider them to be venous angiomas. 

Dr. Harry E. ALpErson: I should like to have some suggestion as to treat- 
ment. 

Dr. L. R. Taussic: I think the lesions might be removed surgically, provided 
they are objectionable enough and have a definite tendency to enlarge. 

Dr. F. H. Strpsens, Oakland, Calif.: I think that solid carbon dioxide could 
be used with success. 

Dr. L. R. Taussic: Ten or fifteen years ago I treated one patient with 
moderately filtered radium radiation; the lesions cleared, but an excessively large 
dose was required. Perhaps one could do better at present, but I am inclined to 
think that angiomas of this type do not respond to radiation therapy. 

Dr. G. V. Kutcnar: The radiosensitivity of lesions varies with their age. 
One method of therapy which was not mentioned is the new method of short 
wave diathermy used with multiple punctures made in the lesions. 


Psoriasis. Presented by Dr. Mert1n Maynarp, San José, Calif. 


H. H., a die-cutter, first suffered from an eruption on the scalp six months 
ago. Except for this he has been in good health. Examination in January 1936 
disclosed an active psoriasis of the scalp and several small spots beginning on 
the body. 

This case is presented not because of any diagnostic difficulty but as a case 
of acute psoriasis with a tendency to exfoliative dermatitis. Suggestions in 
regard to treatment are requested. The patient has been given fifteen injections 
of his own blood, and lately he has received ultraviolet radiation and solution 
of potassium arsenite. 

For economic reasons he has kept on working, so that the possibility of rest 
has been discussed, but the prescription has not been insisted on. He has con- 
siderable itching, and the lesions have continued to spread in spite of treatment. 

DISCUSSION 

Dr. N. N. Epstern: I should be interested to learn the effects of fever 
therapy in a case of this sort. I think that if the treatment is of value against 
psoriasis, this would be a test case. My co-workers and I have treated two 
patients with long-standing psoriasis with fever therapy. In one patient who 
had been treated for eight or ten years with from 5 to 10 per cent ammoniated 
mercury ointment with little effect, the lesions disappeared after fever therapy 
after the use of the same ointment. 

Dr. H. J. Tempreton, Oakland, Calif.: My co-workers and I treated one 
patient with psoriasis with the method of hyperpyrexia described by Dr. Epstein. 
His temperature went up to 107 F. at one bout, and his psoriasis nearly dis- 
appeared; but it recurred rapidly after the therapy was discontinued. 


Pyoderma. Presented by Dr. Mertin Maynarp, San José, Calif. 


H. J. C. was presented at a previous meeting because of deep pustular lesions 
in the gluteal area. He has been given roentgen treatments to the point of 
saturation, and healing of some of the lesions has resulted, but others are 
resistant. He is presented because his condition is unusual and raises special 
problems of treatment. 


DISCUSSION 


Dr. Harry E. Atperson: Clinically, the condition looks like tuberculosis, but 
it may be due to some other organism. It is certainly resistant. The lesion is 
in the subcutaneous layer. Attempts to discover an anaerobic organism may be 
worth while. I also suggest auto-inoculation. 

Dr. H. V. Attrncton: I presume that an effort has been made to connect 
the eruption with anal fistula. I should certainly try to rule that out. 
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Dr. MERLIN MAYNARD, San José, Calif.: I gave the patient roentgen therapy 
the saturation point, and this resulted in complete healing of some of the lesions. 
month ago I started giving him 40 drops of viosterol, and all the lesions are 
in the process of healing. I might say that in cases of the deep pustular acne 
type of lesion I have used from 20 to 40 drops of viosterol as a routine, and 
that improvement generally results. The amount of roentgen treatment I use 
has decreased as a result of the use of viosterol. The results which I obtained 
in my office clearly show that viosterol in substantial doses is of benefit in treat- 
ing some acneform lesions. 


(one 


NOW 


Cutaneous Calcinosis. Presented by Dr. C. J. LuNsrorp, Oakland, Calif. 


This woman, aged 58, when seen in November 1935, stated that she had had 
hay fever and arthritis for years. The arthritis began five years ago, at the 
time of the menopause. The hay fever has been controlled by injections. The 
patient states that two or three months before she noted what appeared to be 
developing calluses on the flexor surfaces of the fingers of the right hand. These 
continued to grow. 

The patient has on the flexor surface of the index finger of the right hand 
two hard, freely movable, well circumscribed subcutaneous lesions covered with 
normal skin. These are about 1 cm. in diameter. On the flexor surface of the 
little finger of the same hand there is a similar small lesion. I made a tentative 
diagnosis of calcium deposits and excised the lesion on the little finger, a section 
of which is presented. It shows in the corium multilocular cysts which were 
thought to be cysts of the sweat glands. About a week afterward one of the 
lesions on the index finger became infected; when it was opened it drained chalky 
material. 

In December 1935 the two cysts of the index finger were excised, and the 
material was examined microscopically. It showed calcium phosphate and calcium 
chloride crystals. The calcium content of the blood was normal. In February 
the patient had a severe swelling and edema with redness on the right middle 
finger. A roentgenogram of the bones showed no abnormality. Fluctuation was 


present. The swelling was incised, and the same type of chalky material was 
expressed. 

During the last two months indications of other calcium deposits have been 
developing on the fingers. 

Treatment has consisted of local compresses, a low calcium diet and injections 
of parathyroid extract. 

The patient is now being studied by Dr. Simmons, of the Hooper Foundation. 


DISCUSSION 


Dr. C. J. Lunsrorp, Oakland, Calif.: Do any of the members know any- 
thing about calcium gout? This is referred to by Stevens in his textbook on 
medicine. 

Dr. G. V. Kutcuar: The lesions of calcium gout contain a mixture of sodium 
biurate crystals and calcium. It is not unusual to see calcification occurring around 
the joints in chronic hypertrophic arthritis. While I agree that undoubtedly 
calcium was present in this patient’s lesions, I do not believe that the condition is 
cutaneous calcinosis in the strictest sense. I rather regard it as what is usually 
termed calcinosis circumscripta. 

Dr. N. N. Epstetn: I think that the term is perfectly permissible. In the 
type that Maloney and Blum reported there was calcification of the skin and 
subcutaneous tissues. I think that it is correct to use the term calcinosis in this 
case, 

Dr. H. J. Tempieton, Oakland, Calif.: This patient’s lesions are not limited 
to the joints. Some are in the soft tissues. 

Dr. MERLIN Maynarpb, San José, Calif.: I observed a case in which the 
lesions were flat and platelike and occurred just over the abdominal muscles. 
They were firm and hard and not spongy as in this patient. 





Book Reviews 


Nouvelle pratique dermatologique. Vol. IV. Edited by Darier, Sabouraud, 
Gougerot, Milian, Pautrier, Ravaut, Sézary and Clement Simon. Price, 300 
francs. Pp. 964, with 311 illustrations and 22 colored plates. Paris: Masson 
& Cie, 1936. 


The fourth volume of the nouvelle pratique dermatologique includes a section 
completing the discussion of the dermatoses due to microbic infection, one dealing 
with eruptions due to filtrable viruses, one covering the dermatoses caused by 
unknown or uncertain viruses and one dealing with diseases due to the action of 
mechanical, chemical and physical agents. y 

Twenty-two authors have contributed numbers of articles of varying length to 
give this volume the same high standard as that which characterized the pre- 
ceding volumes in the series. 

Milian, the chief contributor to this volume, presents an interesting discussion 
of the general considerations of primary and secondary eruptions due to exogenous 
and endogenous infection and follows this with an extensive section dealing with 
dermatoses due to streptococcic infection. .His conception of this field is com- 
prehensive, and he describes a variety of cutaneous pictures for which a strepto- 
coccic origin is not always recognized and sometimes not conceded, such as 
psoriasiform parakeratosis, parakeratosis in medallions and certain types of 
prurigo and lichenification. He also includes seborrheic dermatitis in this group, 
in contrast with some other recent writers who attempt to establish a yeast 
origin for that disease. Milian’s presentation of the subject is comprehensive and 
stimulating. In his consideration of acrodermatitis continua of Hallopeau he 
emphasizes his opinion that in some cases, especially in infants and children, the 
condition is due to congenital syphilis and states that the good results from anti- 
syphilitic treatment in this type of acrodermatitis should be recognized. 

Nicolas and Favre present the subject of lymphogranuloma venereum in an 
excellent article. From the therapeutic standpoint, they doubt the value of any 
type of vaccine treatment and state that repeated intradermal tests with an antigen 
of the Frei type or with a glycerin antigen have been of no benefit. General 
chemotherapeutic measures or biologic types of treatment have likewise failed 
almost constantly, but various surgical measures have frequently succeeded, as 
have electrocoagulation and particularly radiotherapy. 

Other contributions dealing with the more common and important diseases 
considered in this volume are those on staphylococcic dermatoses by Sabouraud, 
those on the exanthems by Gastineau, occupying 132 pages, and the discussions of 
the various dermatoses due to chemical, mechanical and physical agents. These 
are written by several authors, Milian furnishing the major portion. These, 
together with the presentations of the shorter subjects, are all comprehensive, and 
the whole volume furnishes an excellent consideration of the latest conceptions 
of the various diseases included, and in many instances bears the stamp of the 
author’s special interest in original ideas concerning the subjects. 

The large number of black and white illustrations and 22 excellent color plates, 
as usual, add much to the value of the text. 








Directory of Dermatologic Societies * 


INTERNATIONAL 
NINTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 


American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 


FOREIGN 


3RITISH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


. McGovern, President, 4005 Dorchester St., Montreal. 
3oulais, Secretary-Treasurer, 2061 St. Denis St., Montreal. 


RoyaL Society oF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7, Devonshire Pl., London, W. 1. 
Louis Forman, Secretary, 7, Devonshire PI., London, W. 1. 


NATIONAL 


AMERICAN MeEpIcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTICN 
ON DERMATOLOGY AND SYPHILOLOGY 


Joseph V. Klauder, Chairman, 1934 Spruce St., Philadelphia. 
J. Bedford Shelmire, Secretary, 1719 Pacific Ave., Dallas, Texas. 
Place: San Francisco. Time: June 13-17, 1938. 
AMERICAN Board OF DERMATOLOGY AND SYPHILOLOGY 
Howard Fox, President, 140 E. 54th St., New York 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
AMERICAN DERMATOLOGICAL ASSOCIATION 


James Herbert Mitchell, President, 25 E. Washington St., Chicago. 
F. D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: San Francisco. Time: June 1938. 


SECTIONAL 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Samuel Goldblatt, President 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 
MISSISSIPPI VALLEY DERMATOLOGICAL SOCIETY 
A. H. €>arad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
NorTHERN NEW JERSEY DERMATOLOGICAL SOCIETY 


Henry J. F. Wallhauser, President, Medical Tower, Newark. 

Louis J. B. LeBel, Secretary, 165 Grant Ave., Nutley. 

Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of January, March, May, September and November. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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SOUTHERN MepicaL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Harry M. Robinson, Chairman, 106 E. Chase St., Baltimore, Md. 
Winston U. Rutledge, Secretary, 332 W. Broadway, Louisville, Ky. 
Place: New Orleans. Time: Nov. 30-Dec. 1-3, 1937. 


STATE 


CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


Thomas J. Clark, Chairman, 400 29th St., Oakland. 
George V. Kulchar, Secretary, 450 Sutter St., San Francisco. 


ConNeEcTIcUT STATE MepicAL Society, SECTION ON DERMATOLOGY 
E. Myles Standish, Chairman, 179 Allyn St., Hartford. 
Albert Levenson, Secretary, 881 Lafayette St., Bridgeport. 
FioripA Society OF DERMATOLOGY AND SyYPHILOLOGY 


J. L. Kirby-Smith, Chairman, 204 Laura St., Jacksonville. 
W. M. Sams, Secretary, 310 Ingram Bldg., Miami. 


LovISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg, New Orleans. 


MASSACHUSETTS MEDICAL Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


C. Morton Smith, President, 437 Marlborough St., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Rd., Boston. 


MEDICAL SOCIETY OF THE STATE OF NEW York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Albert R. McFarland, Chairman, 227 Alexander St., Rochester. 
Harry C. Saunders, Secretary, 161 W. 87th St., New York. 


MeEpIcAL SocIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Frederick M. Jacob, Chairman, Jenkins Arcade Bldg., Pittsburgh. 
L. G. Beinhauer, Secretary, 5026 Jenkins Arcade Bldg., Pittsburgh. 


MicuiGaAn State Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


G. Warren Hyde, Chairman, 2501 W. Grand Blvd., Detroit. 
Ruth Herrick, Secretary, 26 Sheldon Ave., Grand Rapids. 


MINNESOTA DERMATOLOGICAL SOCIETY 


John Madden, President, 350 St. Peter St., St. Paul. 
F. W. Lynch, Secretary-Treasurer, Lowry Medical Arts Bldg., St. Paul. 
Time: First Friday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


Charles P. Bondurant, President, 412 Medical Arts Bldg., Oklahoma City. 
Darrell G. Duncan, Secretary, 914 Medical Arts Bldg., Oklahoma City. 


TEXAS DERMATOLOGICAL SOCIETY 


J. Bedford Shelmire, President, 1719 Pacific Ave., Dallas. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 








DIRECTQRY 


LOCAL 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 
Leon Ginsburg, President, The Walbert, Baltimore. 
Francis A. Ellis, Secretary, 104 W. Madison St., Baltimore. 
Bronx DERMATOLOGICAL SOCIETY 

Theodore Rosenthal, Chairman, 115 W. 86th St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 

BROOKLYN DERMATOLOGICAL SOCIETY 


George F. Price, President, 884 Lincoln Pl., Brooklyn. 
Mortimer J. Cantor, Secretary, 907 St. Marks Ave., Brooklyn. 
Time: Third Monday of each month except June, July, August and September 


BUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
I. J. Arnsson, President, 468 Delaware Ave., Buffalo. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 


CENTRAL New, YorK DERMATOLOGICAL SOCIETY 


George M. Fisher, President, 264 Genesee St., Utica. 
Rudolph Ruedemann Jr., Secretary-Treasurer, 214 State St., Albany. 


CHICAGO DERMATOLOGICAL SOCIETY 


Otto H. Foerster, President, 208 N. Wisconsin Ave., Milwaukee. 
Herbert Rattner, Secretary, 25 E. Washington St., Chicago. 


oO x 
CINCINNATI DERMATOLOGICAL SOCIETY 


Leon Goldman, President, Doctors Bldg., Cincinnati. 
George E. Clarke, Secretary-Treasurer, 19 W. Seventh St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


Claude B. Norris, President, 244 Lincoln Ave., Youngstown, Ohio. 
Clyde L. Cummer, Secretary, 1010 Hanna Bldg., Cleveland. 


Detroit DERMATOLOGICAL SOCIETY 


George H. Belote, President, University Hospital, Ann Arbor, Mich. 
Thomas H. Miller, Secretary-Treasurer, 1514 Eaton Tower, Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Thomas W. Nisbet, President, 65 N. Madison Ave., Pasadena, Calif. 
C. R. Caskey, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGICAL SOCIETY 


Andrew J. Gilmour, Chairman, 121 E. 60th St., New York. 
Anthony C. Cipollaro, Secretary, 40 E. 61st St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


B. Usher, President, 1538 Sherbrooke St., W., Montreal, Canada. 
Paul Poirier, Secretary, 450 Sherbrooke St., E., Montreal, Canada. 


New ENGLAND DERMATOLOGICAL SOCIETY 


William P. Boardman, President, 388 Marlborough St., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 
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New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


J. Gardner Hopkins, Chairman, 102 E. 78th St., New York. 
David Bloom, Secretary, 135 E. 50th St., New York. 


New YorK DERMATOLOGICAL SOCIETY 


Eugene F. Traub, President, 140 E. 54th St., New York. 
Frank C. Combes, Secretary, 80 W. 40th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


Donald Wilson, President, 1113 Medical Arts Bidg., Omaha. 
Leonard J, Owen, Secretary-Treasurer, 957 Stuart Bldg., Omaha. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Vaughn C. Garner, Chairman, Germantown Professional Bldg., Philadelphia. 
Thomas Butterworth, Secretary, 238 N. Fifth St., Reading, Pa. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Joseph J. Hecht, President, 506 Medical Arts Bldg., Pittsburgh. 
Abraham Fisher, Secretary, 530% Fifth Ave., McKeesport, Pa. 


St. Louis DERMATOLOGICAL SOCIETY 
A. H. Conrad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: Second Wednesday of 
each month, 
San Francisco DERMATOLOGICAL SOCIETY 


John M. Graves, President, 909 Hyde St., San Francisco. 
H. V. Allington, Secretary, 3115 Webster St., Oakland. 





